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led in by the funeral 
Pages 1 and 2 should 


te be xc 24 hours after 
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‘es that the death certifica 


lay be retained by the hospital or attending physician. 


The law req 


tificate has been signed by the attending physi 


is cer! 


After th 
director, page 3 should be detached for use as the burial-transit permit. 


ATTENDING PHYSICIAN: 


ERAL DIRECTOR: 


death. Page 5 


TO HOSPIT. 
> TO FUN 


< 
3 
a 
= 


15M 9/60 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Odili 


— 
PLACE OF DE. 3 
a, COUNTY 


MARYLAND 


2, USUAL RESIDENCE (Whera deceasad lived, If institution: Rasidanca bafora admission) 


b. CITY re hipaa (if outside corporate liaits, 


"|e. LENGTH OF STAY IN 1b 


Land give nearest tqwn) Dos le i 
j ated in hospital, give stree| as || @. stReeT ADDRESS 


b. UN Ae ae 
@ limits, writa RURAL and give ctf 


dona during mgst of, working Jifg, even if retired) 


aN e. 1S RESIDENCE 
ON A FAR, 
e- ™ yes [] No 
3. NAME OF t First : Middle Last a. DATE Month Day ‘Year 
DECEASED yi 
(Type or print) D { / Ps > A yi /W re DEATH af es 196 54 
5. SEX 3 6 COLOR OR'RACE|7, 4 ARRIED [I NEVER MARRIED [ ‘DATE OF BIRTH i9. AGE (In years [JF UNDER YEAR| IF a 5. 
; Ke Yt (GIS. | fa Months] Days | Hours | Min. 
WIDOWED DIVORCED 
1Da. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR ial "| ia ie (County & Sfete, or r foreign je ~ 7) 12, CITIZEN OF WHAT Le 


13. FATHERS NAME mh 


15. WAS DECEASED EVER IN U.S. ARMED the 16. Ns N 


18, CAUSE OF DEATH [Enter only one c “ceuse peppline for fa), ie and (c).] 
PART |. DEATH WAS CAUSED BY; 
= IMMEDIATE CAUSE (a)__ 


fp 


gava risa to immediata causa 
(a), stating tha underlying 
cause 


DUE TO 
(c) 


0. |_17. iy oe Address 
(Yes, no, or unkown), atv, eames a) am WA l. . 
~ LLLtWA, 


He & 
ae Fann MH ; 


Ceuute WM Etaecece 


eee: Me EN 


ane iae bee wi? oy i Bee ry Aso ey DEAT, 


cae it i whieh + lll “Blow A AMAQ~ _ _|foy o 


PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ta) 19. WAS AUTOPSY 


. 1 certify that (1) (this Fospiiay) oe the me id from... 


Zz 

fe) PERFORMED? 

5 | ves []_NO 1 
= |20a, ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Il of vem 18.) | 

@ | OR CONTRIBUTING [] CAUSE OF DEATH 

tes (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 z a ees = OS 
Ff 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, ‘ 20f. (City or town) (County) (Stata) 

5 ise an: While ___ Not While factory, street, offica bldg., atc.) | 

*L pits 19 at work at work i 


feath ee Rg 


230. BURIAL, CREMATION, 
‘AL (Spacky; 


Os cot a 


saw the deceased alive on..... Zz Leg , and that” “gM, from the causes and on the date stated above. 
SIGNATU 22b. DATE 
ATTENDING MED. STAFF SIGNED 
p. | PHYS. [O~ bikector O prs. [] 
/22c. PHYSICIAN'S ~~" |22d. ADDRESS 
NAME (Type) 
ty Tt es A Hampstead, Mde a. a 
23b. DATE THEREOF 23¢. NAME OF ep tae OR oa” ell Wee ‘Civ, bw or aa (Stete) 


Becea€ Ved 


ul D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


ee sae as ly aed lo 


AR 4-049 an 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF §3]29 RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
122 CERTIFICATE OF DEATH 03112 


— 


R Bee fey pap : 2. USUAL RESIDENCE (Where deceased lived, ee Residence before edmission) 
i b. 
ALK o faye MARYLAND Ay GRC Te kd 
b, CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limiP=write RURAL end give Af town) 


write RURAL and give nearest town) 


2WEEKS ; 
STLLINS INSTITUTION (if not in hospital, sone = WE > ST Ad LI! STEL. ; 


oe: 24 hours after 


TREET ADDRESS e. aS 
CAL |TE ESE NLS Alon koe ST ws 1 Noy 
E OF “First ~~ Middle T Month ‘Yeer 


ALLIOLA eprel He Mpa males 
ROR RACE! 7. MARRIED oO NEVER MARRIED oO B. DATE OF BIRTH 9." AGE (In years | IF UNDER 1 A IF UNDER’ 


; Ae] Months] Deys | Hours i 
ea WUTE WIDOWED pivorceo [] i 4 4 a SE EG 
UP ATION a st kind of work 1b. KIND OF BUSINESS OR INDU: IRTHPLACE (County & Stete, or foreign country) | 12, CITIZEN OF =. COUNTRY? 
ite { 
eee, . 


BEL IAT HOME 
LEBER Y 


A Me ‘S MAIDEN p 
MED FORCES? | 16, SOCIAL SECURITY NO.| 17. FOR 


5 “RY ol é TEIN D ER 
th cilia aa tes Ineea.iene, Weszas 


1BS 


ZS 
= 

& 

otk CULMS [e R 

PART |. DEATH WAS CAUSED BY: v ONS crs EAT 

IMMEDIATE CAUSE (a]__ 
7 PD DUE TO e 
Conditions, if eny, which Pee, 


Seve rize‘tellmmediets caus (oo MA be — 
{e}, stating the underlying W + pe ry 


cause lest. (e) 


uires that the death certificate be executed| 
igned by the attending physician and completely filled in by the funeral 


transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


eq 
physician. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve} 19. was AuTonsy 
a a RF 
YES no [] 
202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nafure of injury in Part | or Pert Il of item 18.) = 
OR CONTRIBUTING [] CAUSE OF DEATH 
{W EITHER, NOTIFY MEDICAL EXAMINER) 
20¢. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) {Stete) 


While Not While factory, street, office bldg., etc. 3 


et work [_] et work [_] 


Hour e.m. 
p.m. 19 


ded the deceased from.., ff... \9Gkf to. OTE 1, , that (1) (we) last 
A 2T.AILY. and that death atied oe , from the causes and on the date stated above, 


22b. par 


be retained by the hospital or attending 


ATTENDING PHYSICIAN: The law ri 


2 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the burial 


i. : Mo. aa RECTOR lal mas, fia) 3 ta Vu 
lets RES Siem 1 ¥ we 72d. ADDRESS 
= © 7 9 Be j 
Bees | We GLENN SPEWHER| WESTIUNSTER 
Che a E ieaieay 23b. DATE THEREOF 2AgeeNAME OF CEMETERY OR CREM: 7. ~~ | 23ap LOCATION (City, lown er county) ANd Siateyy 
8 Ye) (Speci e = 
g* EA ATV TOWN 1D. 
WR AIS (4) 


15M 7/61 


5a. REC'D A REGISTRAR Tea sal 8 Hornig 
DATE AR ‘aa 


® 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


psychotic beet | ves []_No Bg 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part I or Part Il of itam 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d, INJURY OCCURRED 20f. (City of town) (County) 
While __Not While 


‘at work at work 


200, PLACE OF INJURY (Home 
factory, sireat, offica bldg 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 
Pam. 


el) 


MEDICAL CERTIFICATION. 


I 

1 

19 ! 

21. f certify that (t) (this hospital) attended the deceased from..> , Lis to yo =UsO8..... see W9..40, that (I) (we) last 
saw the deceased alive on.. “seek | 19......, and that death occurred oe, q Ret The causes and on the date stated above. 
22a. SIG 22b. DATE 


“A t ze a VA as eM MED. oO sTArE 3-8 =o 
tl o. 


22d, ADDRESS Springfield State Hospital 


122, PHYSICIAN'S — 


director, page 3 should be detached for use as 
be filed with the State Dept. of Health prior to 


death. Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certi 


—— 03123 CERTIFICATE OF DEATH Q 3 1 
a e = 
<4 6 PLACE OF DEATH 2. USUAL RESIDENCE (Whare daceased lived, If institution; Residance before a4 
2 Deh i STATE b. COUNTY 
° . 
e202 Carroll _ MARYLAND ‘ ; Baltimore Ci ty __ 
= Rae Hy b. city OR TOWN (if outside corporata limits, | ¢. LENGTH OF STAY IN 1b Mare {If outsida corporate limits, writs RURAL and give nedrest flown) 
~~ 3a0 writa RURAL and give nearest town) — : 
N evs Sykesville ay lo~ Aly Baltimore 
& 3 oa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streat addrass) d. STREET ADDRES; eRe RESIDENCE 
= 2hy ON A FARM? 
Bway 
3 5°23 | Springfield State Hospital _ _I9 42 Weg G (3 2e ves PE] NO 
3B Sea ‘3. NAME OF First ~~ Middle Last ‘Day Year 
5 San pea 
eee ee ae MICHAEL JOHN ARMAN ma DEATH March ty 1964, 
Si 4m 5 5. SEX (6. COLOR OR RACE) 7, 4ARRIED [] NEVER MARRIED [| 8 DATE OF BinTH 9. AGE (In yaars |(F UNDER 1 YEAR| IF UNDER 24 HRS. 
& 2s lest ey par Days | Hours | Min. 
2 88 Male White wipoweD &] —_vivorceo [] SEP 7 PSs, | 
8 & 3 FA tos MUA Cru SeN i a kind oe iy 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE Li fy & State, or foreign Sal 12. CITIZEN OF WHAT COUNTRY? 
eee jone during most of working life, even if ratire 
§ E82 |_ Laborer | CARPENTER. orion | I THUANIA UeSede 
= 8¢ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME = 7 
$s siz Unknown Unknown 
oy ES ee 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT "Address 5 ~ 
£ f= s (Yes, no, or unkown) | (Ifyasgivawarordatasofsarvice) 
ze 8 ? Unknown AJo\i@ Records, Springfield State Hospital 
fe >E s | 18. CAUSE OF DEATH [Entar only ona causa par lina for (a), (b), and (e).] - ~~] INTERVAL BETWEEN 
aera) ¥ PART I, DEATH WAS CAUSED BY: Coates est 
Sey ae IMMEDIATE CAUSE (o) BYOnChopneumonia. ss __| weeks 
5528 ‘FROE DUE TO 
avaw 
22 ese Conditions, if any, which w)_Arteriosclerotic heart disease. _ : = |. Fears 
oe 3 25 immediate cause 
#23 ing the undarlying & DUE TO , b 
- ee ae °° «) Generalized arteriosclerosis. years 
so eta PART i. fu Meta: CONDITIONS CONTRIBUTING TO DEATH BUT, NOT Senile Peearin  aaee see with IN PART. Ya) 19. WAS AUTOPSY 
dz Chronic brain yncrome assocrabed wit senile brain disease wW: PERFORMED? 
gy 
4 
ce] 
Oo 
io] 
Zz 
=] 
a 
z 
ia 
H 
isi 
q 
rd 
° 
S| 
Ps 
I NAME [Typa) 
& | Octavio Ruiz, MD. | Sykesville, Maryland... 
= 23a. BURIAL, CREMATION, | 23by DATE THEREOF 236. ry Wy; EMETERY 23d. LOCATION (City, town or county) (Stata) 
REMOVAL (Specjty) \ 
2 ¢ pury Repee MER. LTO. LP. 
250, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


VR AIS (4] 
20M 5-63 


2 Mabe Bu S77 


ee DIRECTOR'S oAMAR 10 fp herles Socdge. 


; 


= 


\ 


— 


jeath 


1 aod 2"should 
a0 


event, within 72 hours after d 


Then please remove carbon papers, Pages 


The law requires that the death certificate be executed within 24 hours after 


icate has been signed by the attending physician and completely filled in by the funeral 


as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this ce 


* vr ais (4) \ 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0312 4 CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decsesed lived, If institution: Rasidance bafore edmission) 
SOS 2. STATE b. COUNTY 4 
arroll 2 MARYLAND | Maryland llegany 
b, CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporate limils, write RURAL end give 
Rare PURA sed pivennearart que), 18 days 
=o vy : Lonaconing 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sireat eddress) d. STREET ADDRESS "| @. 1S RESIDENCE 
68 Jackson St earns 
Springfield State Hospital ee OM - ves L] NO 
3. NAME OF “First => let SSC*CS BATE ~ Month ‘Day Year. 
DECEASED 
(Type er print) Mabel fie Barnes | SEaTH Mar. 1k 19 64 
Soe ~ 6. COLOR OR RACE|7. arpieD [Never MARRIED oO ] 8. DATE OF BIRTH 19. AGE (fn years |IF UNDER 1 YEAR| fF UNDER 24 HRS, 


Hours Min. 


female white wipowes{_] —_ivorceo [] Dec. 3, 1881 cae ens a 


10a. USUAL OCCUPATION (Giva kind of work 
\done during most of working lifa, even if retirad) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or feraign country) | 12. CITIZEN OF WHAT COUNTRY? 


Housewife -- Australia | U.S.A. iis 
. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 


F | Harris, Elizabeth 
16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass 
none Springfield Hospital records, Sykesvi}le, 


no fo 
18. CAUSE OF DEATH [Enter only one couse par line for (8), (b), and (c).) INTERVAL BETWEEN 
ONSET AND DEATH 


PART DEATIMMEDIATE Cause fo)_20* S: Af D. a tive best fou hoe ses 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
[Yes, no, or unkown) | (Ifyasgivewarordatesofsarvica) 


#m ' DUE TO bor r ’e 
, 
Conditions, if eny, which {b) euera pe p) ot fe Ue)- se fivoke i Teods, 
gave risa to immadiate cause 7 < % ea . as at ? "hal a 
(e), stating the underlying ¢ OVE TO 
cause last, {¢) 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH parry ath, TO THE T! IN. es CONDITION GI iS IN See Va)| 19. WAS AUTOPSY 
2 hronic brain syndrome associat wi cerebra erilosclero PERFORMED? 
3 without qualifying phrase ves [] no [k 
= 202. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Part Il of item 18.) 
f | OR CONTRIBUTING [] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Ho | 20F. (City or town) > (County) (Sete) 
B Hour a.m. Whils ‘Not While factory, street, office bldg. ) H 
2 i. » jat work [_] et work [| ! 
certify that3{)) (this hospital) attended the deceased fro Feb...25, 19 Oe that (IF (we) last 
saw the deceased alive on. , and that death occurred ath.5 20M, from the causes and on the date stated above. 
22e. SIGNATURE 22b. DATE 
& L. 0, ATTENDING STAFF SIGNED 
a 4. aah 7 Mp. | PHYS. Oo DIRECTOR (] pxys. ies} 


22c. PHYSICIAN'S = ap ca 22d. ADDRESS 


pl ge State srs ag 


mane tes) SYHA GZCuW 
23d. LOCATION (City, fown or Seah (State) 


‘23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 
ee Qak Hill Cemet Lonaconing, ND. 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a, REC'D BY 71964 Yohiovbog | TURE 
GEORGE BICHHORN _ LONACONING, MD. oaMAR 17 196 hedge 


‘23e. BURIAL, CREMATION, 
REMOVAL ([Spacify) 


oh 


MARYLAND STATE DEPARTMENT OF HEALTH 
~e io — RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0 a4 15 


= 


nf 
3 M 1 PLACE OF DEATH —- 2, USUAL RESIDENCE (Where deceased lived, If insiitution, Residence belore »dmission) 
at - 2, STATE b. COUNTY 
CARROLL ___ MARYLAND LORVLAND CHK Fe « thes 
b. CITY OR TOWN (if outside corporate limits, “| ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (II outside corporate limits, write RURAL and give nearest town) 
write RURAL end give neerest town) Xx 
BRIDGE EARS YNionN BRIDGE kvipe 
K d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give streat address) [ 4. STREET ADDRESS e. Bsa 
= Peewee JOHy kepbd ‘Buti Jog Bead vs 1] NOX 
3. NAME OF F iddle ‘ last na pet Month Day ‘Year 


DEATH 1 Va R 2o 
9. AGE {In years {IF UNDER 1 YEA 
low birthday) |"Months| Days 


pee Ag PRUALL, CHARLES. PER 
7) wivowtn [-} a APR GY - 196 RS. 


SANS 
Wa. USUAL OCCUPATION m3 kind of work 10b. KIND OF BUSINESS OR JUSTRY | 11, BIRTHPLACE (County & Stele, or loreign country) 
done during most of working lile, even il retired) 


Poa es Ten GREW GRCERES WARYLAND 


14, MOTHER'S MAIDEN NAME PSP 
| EARL G BERR) LEWEVA BULHINE par 


| 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 


eae no, NO” (If yesgive waror dates of service) 14-01 -9SEH yp TBLES, z ERAD Ye W Bri Le. DOE yD) 


18. CAUSE OF DEATH [Enter only one cause per Hine for (a), (b), and (eh) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


ONSET AND DEATH 
IMMEDIATE CAUSE (e} ieee 4 7. = fie eS 
ee DUE TO G ‘ 
tage. waite wp aettne 
geve rise to immediete ceuse _— C 
(a), Hating. thejodentying (~ OUTS Tite eh ae Cir beste 
‘cause last 


{ch 


attending physician and completely filled in by the funeral 


hen please remove carbon papers. Pages | and 2 


that the death certificate be oxo 24 hours after 
or removal, and in any event, within 72 hours after death’ 


o PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INP PART Ia) 19, WAS AUTOPSY 
A\|E 
| | er Se n . : inne ves NCAP 

= 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture ol injury in Pert | or Part il of item 18.) 

a | OR CONTRIBUTING (_] CAUSE OF DEATH 

& | F EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Dey, Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Heme, farm, | 20f, (City or town) ~ (County) ~(Stete) 

a Hour e.m, fectory, street, oflice bldg., etc.) I 

z 1 


192, that (1) (we) last 


ATTENDING PHYSICIAN: The law requi 


y be retained by the hospital or attending physi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the 


jeath occured at. iM, from the causes and on the date stated above. 


: poet 228. DATE 
ATTENDING STAFF IGNI 
“ase: SF ig GF a mp, _| PHYS. 0 tion o pays. [] 


» 


director, page 3 should be detached for use as the burial-transit permit. TI 


be filed with the State Dept. of Health prior to burial, cremation, 


HS { 22c. PHYSICIAN'S — 220 PADRES ke 7 —— = 
Red NAME (Type) ve et 
ae a BE Mii? f TiS OA oe ” 
ms 23e, NAME OF al ‘OR CREMATORY 23d, LOCATION (City, town or gSunty} (State) 

3 ; 

vo } 
B "Lineanene UNLOW VIALE 

VR AIS (4) ADDRESS 


15M 7/61 


meMAR 26 We PT 


(DUAV 


TO HOSPITAL OR AITENDING PHYSICIAN: The law requi 


Me 

2 

Ky - FEA 
“9 


s that the death certificate be executed within 24 hours after 


VR AIS (4) 


MARYLAND STATE DEPARIMENT OF HEALTH 
DIVISION OF, ey ICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Item#3,1h, ie be i 12/10/69 CERTIFICATE OF DEATH 


\) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived, If institution: Resi admlssion) 
Bt se county a, STATE b. COUNTY I 
* Min me Carroll 7 MARYLAND || Vary land 
-* b, CITY OR TOWN {if outside corporate limits, {© LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporeta limits, write RURAL and give naerast town) 
writa RURAL and giva nearest town) 
Sykesville | mos./2& das Baltimore 21217... s/s 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva street address) d. STREET ADDRESS JS RESIDENCE 
iE ‘ON A FARM? 
~ Springfield State Hospital a ohie ves [] No Gd 
. NAME OF First Middle = = 
* DECEASED 4 ‘Blacknell Bra EY La 
esa Leroy Edward BEGET LL DEATH: “March 2f, 96) 
. SEX ~ |6. COLOR OR RACE|7. marRIED LI NEVER MARRIED [X] 8. DATE OF BIRTH 9. AGE (In years IF UNDER1 YEAR] IF UNDER 24 HRS. 
test birthday) |"Months| Days | Hours | Min. 
male negro wivowen [] __ivorcep ["] 9-20-1906 yes. 


. USUAL OCCUPATION (Giva kind of work 
na during most of working lifa, even if retirad) 
borer 

13. FATHER’S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Ti, BIRTHPLACE (County & Stata, or foreign country) 


North Carolina 


"| 14. MOTHER'S MAIDEN 
Vapeine HARNEY 
arcina £ dec. 


17, INFORMANT Addrass 


Will Jones - dec. 
1S. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yas, no, or unkown) | (Ifyas givawaror dates of sarvice) 


16. SOCIAL SECURITY NO. 


Dar Ss 
NAME (Type) 


}226. ADDRESS Springfield State Hospi tal 
I a Sykesville, Ma pied > eS 
“~ NAME OF ee OR CREMATORY 


a) LOCATION City, jowyy Ue sounpsl / 
idee Os 2, Wa: 
258, "SP tar’) RE R’S SIGNATURE 


Antonius Glahn¢ 


23m, DATE THEREOF 
Ao (Specify) 


Ao el CY 


24, x DIRECTOR’S men TURE aml 
Ad l A / A on A GON 
20M 5-63 ) 


238. BURIAL, CREMATION, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 an; 
be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any_event, within 72 hours after d 


ee NO tole = Springfield State Hosp. Hecords 
¢ 18. CAUSE OF DEATH [Enter only ona cause per line for (a), {b), and (c).] = — a | INTERVAL BETWEEN 
8 ONSET AND DEATH 
oS PART I. DEATH WAS CAUSED BY: 
% IMMEDIATE CAUSE (a)_ _Arteriosclerotic and luetic cardio-vascular _| years 
= 7 DUE TO disease 
2 Conditions, if any, which (b) = 
3 gava rise to immadiata cousa , , . se | — 
{4 (a), stating the underlying DUE TO 
a causa last : {e) 
rw z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)| 19. WAS AUTOPSY 
a |e = a= PERFORMED? 
3 les 
gees |S = vena ene ies 
2 = |20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part I or Part il of item 18.) 
© & | OR CONTRIBUTING [] CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 < 20c, TIME OF INJURY — Month, Day, Yaar | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Homa, farm, | 20% {City or town) (County) (State) 
ool Foy Hour a.m. Whila Not Whila factory, streat, offica bldg., at ' 
& 5 Bim, 19 work at work 
3 ee eee 
3 . 1 certify that (I) (this hospital) attended the deceased from.... = LO)... Pay de OO Obey Woce that (I) (we) last 
& saw the di vue? alive on... 32 b= .» and that death occurred at. 40: aitia causes and on the date stated above. 
z % SIGN ne este 22b. A s 
E = ATTEND! MED. IGNEI 
a i aad puys. [J pirector [] PHys. fx] 3/2! 9/61 
tS 
a 
€ 
o 
3 
v 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by # 


ed within 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


YR 


20M 5-63 


h. 


id completely filled in by th 
bon papers. Pages 1 an 


rl 
‘ent, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cal 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


AIS (4) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “NOTE 


127 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, Il institution: Residence before admission) 


within 72 hours after de: 


8. COUNTY 2. STATE b. coun 
Carroll MARYLAND Maryland Howard_ 
b, CITY OR TOWN [if outsida corporate limits, ¢, LENGTH OF STAY IN 1b © ane ‘OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Syke sville 50 yrs. Sykesville (Rural) NPA te 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS reas 
Springfield State Hospital » = a . ves R] No [] 
3. NAME OF “First oe ‘Middle Lest 4, DATE Month Day “Year 
DECEASED OF 
(Type or print) MARY ANNE BRITTON ees March 12. 196), 
5. SEX 6. COLOR OR RACE} 7, MARRIED fr] NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) 


Months | Deys 


Female White wiowe[] —_pivorceo[] | 12-29-1881 ae ay 


yrs. 


10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
lone during most of working life, even if retired) 
Housewife Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME = 


James W. Day 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewaror dates of service) 


Martha Virginia Parsley 


17, INFORMANT Address 


16. SOCIAL SECURITY NO. 


NOt. - -o--- Records, Springfield State Hospital 
1B. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (e).] INTERVAL BETWEEN 
ONSET AND D! 
PART |. DEATH WAS CAUSED BY . . : 
ARTI: DEAT MMDIATE cause «)_Bronchopneumonia, aspiration type ~ _Days 
ap /OX DUE TO 
Conditions, it any, which Heart failure, due to a __|_ Days 
g2V0 tise to immediate cause i ~ 
(a), stating the underlying DUE TO 
sit ie ie at Mitral valve hear#Jisease Years ___ 
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. Ce 
5 Schizophrenic reaction, hebephrenic type. Resection of rectum for Yes no [] 
= | 20a. ACCIDENT WAS UNDERLYING au item 18.1 a = 
& OF CONTRIBUTING [-] CAUSE OF ae 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,» 20f. (City ortown) (County) (Stale) 
A Heiem ean While __ Not While factory, strest, office bldg., etc.) | 
= 


19 et work [_] at work [_] 


2.1 ify that M) (this hospital) attended the deceased from... 


saw the deceased alive on....3, 12=6h. al 


m. 


-L2= 


., and that death occurred al 


to. 3-L2—6)p that (1) (we) last 


‘om the causes and on the date stated above. 


— 


222. SIG 22b. DATE 
p ATTENDING MED. STAFF SIGNED 
er ey hel Gene “ mo. | PHYS. =] bikector [] PHYS. k} 3-12-6); ¥ 
Be. PHYSIGAN'S . 22d. ADDRESS Spy-4j field State Hospital 
ee) / Agustin de¥ Campo, Me DJ Wes is 
23a. BURIAL, CREMATION, 23d. LOCATION (City, town or county), 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
EMOYAL, (Specify) 


veil 3- 1H- GY Mt. Wew etery 


24 FUNERAL DIRECTOR'S SIGNATURE “Aid. 
‘ 


ADDRE, 


| Howaed i 
LETTE PROT ye 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION eye: RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ab 


RO CERTIFICA 03118 
sen |. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacaased lived, If institution: Residence before edmission) 
5 
Sa ed b.counTY 
oe a “y 
Ne MARYLAND 
7 — ee ——s 
2a 3 ¢. LENGTH OF STAY IN 1b CITY OR TOWN Af outside corporate limits, writa RURAL and give naarast town 
£75 ¥ . =A { 

we 
38a A f- “LAA et ahs 
22), d. NAME OF HYSPITAL OR INSTITUTION (if not in hospital, give stroataddrass) d. STREET ADDRESS *. 1S RESIDENCE 

as ON A FARM? 
Bes - ves] No 
3s ag 3. NAME OF ~ First 2h 7%, Yoor 
eae | Rmoeom aE Vv H 00 xa a 

s 'ypa or print! os 
Scx D / 19 
8se FE 
wes 5. SEX 6. 1L A OR RACE) 7, MARRIED PX] NEVER PR 8. DATE OF SIRTH 9. AGE (In yaars [iF UNDER 1 YEAR| IF UNDER 24 HRS. 
€ ‘ 4h ra as ) ic 
6S WA ie ioe H UU vrs = /§ 5 MG Y (eee Days | Hours | Min. 
ED DIVORCED 4 yes. 
c oO 
33> Gs. “USUAL OCCUPATION (Give kind of work || T0b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or SS country) | 12, CITIZEN OF WHAT COUNTRY? 
ed ring 
= , 
= At oh Ww § 
a 
& 13. FATHER’S NAME —__ 14._ MOTHER'S MAIDE NAME 

8s Bo as) a Oe ' ‘ l, 
Dag —e L. LE A Qeletecce 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. Weal Address 


(Yes, po, or unkbwn) 


Ltd 


DEE deere Mls Fa Laad Bona. Tt 


it permit, Then please remove ca 


led with the State Dept. of Health prior to burial, cremation, or removal 


cause lost, te 


& . CAUSE OF DEATH [Enter only ona causa pi b), and (c).) INTERVAL BETWEEN E 
Co yes ID 

rd PART I. DEATH WAS CAUSED BY: F els 

Om IMMEDIATE CAUSE (a) Atéhi rw O i gees ' So an 

a $ DUE TO 

2 

2 

3 lcopditionsy wieny, which Be oe verity G7 a? 

Ss gave risa to immadiata causa , - 

ct {a), stating the undarlying ( OVETO 0 hi FU UchrezaS Ty "ea 

S 

3 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 9. WAS AUTOPSY 
#5320 [2 eee “Leen AVE eee: 

< is i yes [] NO 

© | 200, ACCIDENT WAS UNDERLYING [] | 20b. DES W INJURY OCCURRED. injury in Part | item 18. . a 

5 OP CONTRIBUTING L] CAUSE OF DEATH CRIBE HOW INJURY O {Entar nature of injury in Part | or Pari II of item 1B.) 

G [IF EITHER, NOTIFY MEDICAL EXAMINER) 

- 4 aa 

S 20c. TIME OF INJURY Month, Day, Yaar 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stata) 

3 Hour a.m. While Not While 

= ah. 9 at work at work 


d from.2° ie 
that death ee | 7. atte M, from the causes and on the date stated above. 


22b. DATE 
ATTENDING. D. STAFF SJGNED 
Mp. | PHYS. pirector [_] PHYS. [] ys we —¢, Vv 


‘22d. ADDRESS 


21. 1 certify that (I) (this hospital) a. the mtv 
saw the deceased alive of BB. ue v, 
(GNATURE 


v 


22c. 


PHYSICIAN'S 
NAME (Type) 


pee os e ae 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. (ME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) {Siete} 
7 REMOVAL (Spacify) — a Se~ 
iumetigr | J 7 » 
24_FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC’D BY REGISTRAR | 25b, REGISTRAR’S SIGNATUR 
s ts 
Lefton. Dlink hritiad Vtg oare MAR 3.0 1964 forty ete 


director, page 3 should be detached for use as the burial-trans 


be fi 


death, Page 4 may be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


VR AIS (4) 
20M S-63 


death certificate be executed 3 24 hours after 


his certificate has been signed by the attending physician and completely filled in by the funeral 


the hospital or attending physician, 


ATTENDING PHYSICIAN: The law requires that the 


. 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION eyyagn RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH £ C 


Sh 


_\\] |. PLACE OF DEATH - 2, USUAL RESIDENCE (Where deceesed lived, If inslitution: Residence before admission) 
M ®. COUNTY a. STATE b. COUNTY / 

: CARROLL MARYLAND Maryland 7 

4 b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest lown} 
write RURAL end give nearest town) 
Rural -Sykesville 11 mos. 3 days Baltimore aly 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospite!, give street address) d. STREET ADDRESS ©. IS eS 
| ON A FAI 
/5 field State Hospital oe. 1517 N. Pulaski Street ves (] NO i] 
First Middle — Last 4, pda Month “Dey 


” DECEASED 


(Type or Print) 3 _ ROBERT ____ EDWARD BROWN a. DEATH 3) 31 199 6h 
6. COLOR OR RACE|7, mannicp [-] NEVER MARRIED [5p] 8- DATE OF BIRTH (9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS, 
lant bithdey) | Deys | Hours | Min. 

Male __|Negro | wow] _onorc C1] 7/a/1 es | 


Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 71. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Handyman mse aa | USA Ekle Jie, Note See 


13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 


Wilton Brown Daisy Walker 
(Yor no, or unkown) Mvergivewarardetecteersiel sen ra ee fs bes 
195) s rath > Record, Springfield State Hospital, Sykesville 
3° iT Sa R b28. and (c).j ~~) INTERVAL BETWEEN 
PARTI. DEATH WAS CAUSED BY; ot pulmonary embolism in main pulmonary artery — meant g 


IMMEDIATE CAUSE (e)_ nd b th brancties” _ — =. a 
0 
PHAR cog sourcet Probably the thrombosed veins in prostate 


Conditions, if eny, which (b)__ a 
erat ra oro Acute pulmonary edena Minutes 
causa lest, « Myocardial hypertrophy and scarring Years 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fe} 19. ee iS AUTOPSY 
ee ae D 


Schizophrenic reaction, chronic undifferentiated type __| ves be xo [] 


20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE Siow INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after di 


MEDICAL CERTIFICATION 


Oe TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 201. (City or town) — (County) (Stet) 
hice oni: While __ Not While fectory, street, office bldg., ete.) | 
Sey ee 8 et work [|_| at work = . a 
2. | certify that (I) (this hospital) attended the deceased from......24.E%. SO prc ae etme Tal acs + that (I) (we) last 
saw the deceased alive on. 3/31... o19...94 and that death occurred at wer18, ae ee ST Ne ees 


22e. SIGNATURE Epes ae 22. DATES 
ia ae 4: fin Mp, | PHYS. o piRECTOR (1) pxys. [Ff 4/1 /8t 


22c, PHYSICIAN’S 22d, ADDRESS 


a _Springfield State Hospital, Sykesville. Ma. 


23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL vod 


corel ea -6¥ half. WM, Cer: 454 i, AIA: 


a4 yy RAL de SIGNATURE ADDRESS 25e. REC'D BY “506 25b. RE ITRAR’S, 
“TLL. 181801 Lie Se __\oPR' OF POPP 


‘23e. BURIAL, CREMATION, 


director, page 3 should be detached for use as 


death. Page 4 may be retained by 
TO FUNERAL DIRECTOR: After t! 


VR AIS (4) 
15M 7-62 


=> 


1 and 2 should 


in by the funeral 
|, cremation, or removal, and in any event, within 72 hours after death. 


gQ 24 hours after QW 


jan. 
igned by the attending physician and completely 


transit permit, Then please remove carbon papers. Pages 


| or attending physic’ 


icate has been si 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


> retained by the hospi 


TO FUNERAL DIRECTOR: After this certifi 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial 


TO HOSPITAL 
death. Page 4 


YR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03130 CERTIFICATE OF DEATH 3120 


S 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution; Residence before edmission) 
a. COUNTY . a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll — 


b. CITY OR TOWN {if outside corporata limits, c. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, writa RURAL end give nearest town) 


write RURAL end give nearest town) 


Union Mills 


several yeas Westminster {/_ 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS / e. ISTRESIDENCE 
A 
Meadow View Convalescence Home 36 Bond Street ves [] No Lt 
|. NAME OF — First . Middle = Last a 4. DATE Month Dey Y¥ a 
DECEASED oF 
Levpecurny) ANNE ELIZA CHRIST DEATH =“March 18 19 64 
5. SEX ; YEAR| IF UNDER 2 
6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED ] | & DATE OF BIRTH [a Bar ise HFUNDERT YEAR| IF UNDER 24 HRS. 


7 ~ Hours Min. 
female white Cem 
(Oa. USUAL OCCUPATION (Give kind of work 
during most of working life, even if retired) 
companion 


Months] Days | 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 2 


wow [] _ pivorcto[] | Sept. 6 : 1876 87? yes. 


Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 


In private home Philadelphia, Penna. 


13. FATHER'S NAME 


Will Christ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (IFyes givewarordetesof service) 


14, MOTHER'S MAIDEN NAME 


Susan Hering at 4 7 2 
17, INFORMANT Address 


-- Wilbur M. Shreeve Westminster, RD, Md.. 


16. SOCIAL SECURITY NO. 


2? 
18. CAUSE OF DEATH [Enter only one cause perdine for (aj ff), end (e)] INTERVAL BETWEEN 
© 


; . 
PART |. DEATH WAS CAUSED BY: i, . SEAN Poa! 
IMMEDIATE CAUSE (e) if 3 4 ae ttt)” | ee ef? 
“Lt K DUE TO / wb, b 
Conditions, it any, which (b) Asa dcular, _t Vf Ou al? ; a 


gave rise to immediete cause 
DUETO 
i) ey ae 5X ERSINAL DISEASE CONDITION GIVEN IN PART {(o) 


{e), stating the underlying 
INJURY OCCURED, (Enter neture of injury in Part | or Pert Il of item 18.) 


cause last, 


asc 2 al {e) 


RTI. OTHER SIGNIFGA: -ONDITI IS Ci 
ees. id 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


19. WAS AUTOPSY 
PERFORMED? 


Esau Nai 


20b. DESCRIBE HO’ 


200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) | 


20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m. 
B.m. 


20d. INJURY OCCURRED 
While Not While 
et work at work 


MEDICAL CERTIFICATION 


Ww 


Wh tre bAG 9G that () (we) last 
|, from the causes and on the date stated above, 
> 22b. DATE 


DIRECTOR 1 Pav. f YY 


Zid, LOCATION (City, town or LU ~ (State) 


23b. DATE THEREOF t 
3/20/64 Philadelphia, ree ahs 
2Sb. REGISTRAR’S SIGNATURE 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 
ie o 774A Mh Westminster, Md. bak 14 4aga fOLontey Sedge 


f 


23a, BURIAL, CREMATION, 
REMOVAL (Specity) 


removal 


Westminster 


death certificate be executed & 24 hours after ® 


MARYLAND STATE DEPARTMENT OF HEALTH 
wee RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 034 24 


1. PLACE OF DEATH 2, USUAL RESIDENCE,{Whore decoosed lived, If Institution, Residenge efore admission) 
2, COUNTY : a. STATE b. COUNTY Sy 
MARYLAND La > 


‘c. LENGTH OF STAYINIb || c, CITY OR TOWN [if out corporata limits, write RURAL and give nearest town) 


write RURAL and/give fearest fo" ‘A te LPs 
as fest AI) Gime)  Leerersy Dell) 62 x2. 
d, NAME OF HOSPMAL OR INSTITUTION [if not in hospital, giva street address) | “d. STREET LL thheve . Aa, 


ves [] No 
int Middle Lest 4 DATE Month ia 


=) 


iS 


b. CITY OR TOWN [if outsida corporate limits, 


led in by the funeral 


DECEASED 

ates TEN a GAL8DEW Leo BES | Mr Utep 2 52 196 Z 
c 6. COLOR OR RACE/7, mARRIED [_] NEVER MARRIED B. DATE OF BIRTH sae laine coe he fa Sea 2 
cal. wipowep [7] pivorctD [] (, A, LIP | Say yrs. “ | ages 4 


Wa, USUAL OCCUPATION (Giva kind of work 


12. CITIZEN OF WHAT COUNTRY? 
done 


or foreign country) 


1Ob. KIND OF BUSINESS OR INDUSTRY( 11, sagt eee (County & St 
Py © Jif, even if retired) page” ae 
eg Lortrnme q i A 
iE 


14. MOTHE! ES ‘MAIDEN NAME 


16. SOCAL SECURITY NO. | 17. peeks Address oy sf 


y the attending physician and completely 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


\ 

2 

8 

uv 

5 

= 

ro 

rs 

5 

Q 

2 

N 

Nn 

s 

= 

5 

é 

> 

= 

a 

= 

Vv 

5 Mee: 
£ A (Yes, sgeson UWveraivew Pov 2 bun A ‘asst 4 
£ = = Paid ihe - 2, on - 
eS g ¢ 18. CAUSE OF DEATH [Enter only one cause por line for (a), (b), and (ce) 7 Se chiles 
28455 PART I. DEATH WAS CAUSED BY DEATH 
Soy = IMMEDIATE CAUSE (e)__ PULMONARY EMBOLISM ae | easy es 
fa5 2 DUE TO 
4 me a 
as B § w)__ Hypertensive cardiovascular disease _|_20+ yrs 
oe 
é = eee (2), steting the underlying BUETO 

son a— 

see's gouse lost ti__ Arteriosclerotic heart disease 20+ soot 
Bo eta z PART II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{e)| 19. WAS AUTOPSY 
S280 Ale aa as PERFORMED? 
geegs 138] hile deterioration sess RElNOUEEA 
me § oe: © (208. ACCIDENT WAS UNDERLYING (] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert } or Pert Il of item 7B.) 7 . 
ou & | OR CONTRIBUTING [] CAUSE OF DEATH 
Bos = G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Das 2  |20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, 201. (City or town} (County) = State) 
a Zoe 8 Hour s.m. While Not While factory, street, office bldg. ih 
aie a 4 cent 9 ot work [_] at work [_] 

a 
Heo a 21. I certify that {I) Ve hospital) atiended the deceased from.December......... - to.22..March....., 196d, that (I) (we) last 
3 3 saw the deceased aliyé on. 1964... and that death occurred a&s.25{\Mrom the causes and on the date stated ebove. 

Qi: i EADIE 77 ATTENDING STAFF 278. SIGNED 
wa je mo. |PHYS. DIRECTOR bd Pays. O 3/22/62 
ai ne 22c. PHYSICIAN'S | “| 22d. ADDRESS ts 
5 2 = / NAME (Type 
oi . 3 aH a pe — Box...5/,-RD_#2, 5 
See = Fa, BURIAL CREMATION, | 238. DATE ape 23e. NAME DF CEMEJERY OR CREMRPORY 23d, ms CATIONA City, town or geen 
8 ek ‘Ai (Spocity Zz - 
o%0 g-24- 
Fe ve AIS 1a) 24 FU CTOR'S, SIGNATURE, bh 258. REC'D BY REGISTRAR | 25b. gens Be 
18M 7-62 ere Dajde lod 
tnd 


DATE MAR 26 1 fhe vlog Juedige. 


MARYLAND STATE DEPARIMENT OF REALIN 
‘a DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, tere 


5 tz CE RTIFICATE OF DEATH. 
oy 
s 22 1. PLACE OF DEATH 252: 2. USUAL RESIDENCE (Where decoesed lived, If Institution; Residence before edmissign) 
(es SCORN TT, ¢. STATE b. COUNTY 
2 at Carroll ___MARYLAND ne ae _Montgomery 
> b. CITY OR TOWN (if outside corporate fimits, ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporete limits, write RURAT end give neerest town) 
Pn pa e write RURAL end give neerest town) e 
= 388 Sykesvi lle __| 12 days Aaa, 4/paiiatian) “ALRED Mopbewhs [£4 ov. 
= 235 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stree! address) d. Aiea fod as os é resone 
Dees 
oO 2 
3 s= |._Springfield State Hospital aa! Jag oars Hoge ~# = ese 
2 saa . NAME OF First Middla at 4, DATE Month Day Yeor 
o a os DECEASED OF 
g §.s Teper Pa LOLA MAY CULLER pen March 8 19 64 
Sse 49 a SOT CH 2 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (I IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4d z 4 2 < 7. MARRIED [_] NEVER MARRIED fg] rok er an) Boe Pe oe 
Oars Female {| White winowep[]__ovorcto[]| AK. May 6 1878 857 ws. aI 
2 8233 10a. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF SUSINESS OR INDUSTRY | I1. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= oe done during most of working life, even if retired) 
Ee Sse 
§ £25 Domestic Maryland U.S.A. 
£ pe 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
5s Fs 
8 £2 
3 Bo UNK. UNK. Z 4 
ir ges 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.] 17. INFORMANT Address 
= a A (Yas, no, or unkown) | (If yes give werordetesofservice) 
£etwk No Unke _ Records, Springfield State Hospital 
Lf == Ad * , ihe = » 
32 ag “s (18. CAUSE OF DEATH [Enter only ona cause per line for ( J, end (c).} 4 SP ae Unusce Baani 
34 e PART I. DEATH WAS CAUSED BY, : 
gee =¢ IMMEDIATE CAUSE (a) Bronchopneumonia _» 4) ae 
a Le ad a = 
S Qube rie P DUE TO 
2585 § Conditions, it eny, which w__Arteriosclerotic heart disease _. Years 
2505 S geve rise to immediete couse 
Fein (a}, steting the underlying f DUE TO 
5 ona ke cu ___Generalized arteriosclerosis ss __ ears __ 
SBSxo = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATE ig IE TERMINAL D|SEASE CONDITION GIVEN IN PART Ie) 19. WAS AUTOPSY 
925. C/2| Chronic brain syndrome ith cere arter1osclerosis, PERFORMED? 
uss53e Sian : M _| ves (] No x) 
Bes 2 6 e FS 20a. ACCIOEN Sas UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. {Enter neture of injury in Pert | or Pert Il of item 1B.) 
metets © | OR CONTRISUTING [] CAUSE OF DEATH 
a ety rs G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
2° 2 s a s 20c. TIME OF INJURY — Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, | 204. (City or town) (County) ~ (Stete) 
8 g<3 ro} S Hour ‘a.m. White Not While | fectory, street, office bldg., etc.) | 
“3 = 4 it work at work ! 
iy 2 8 a = Pom. 19 id H 
beRss 21. I certify that (I) (this hospital a the deceased from...¢: 4 Psa scopy VWosssee that (1) (we) last 
Hoa saw the deceased alive on...... 3.70 melee and that death occurred at..’ a, an the causes ‘aid on the ‘date stated above. 
6 ens? 2b. DATE 
EAS eo 22e. SIGNATURE - 
ATTENDING MED, STAFF SIGNED 
aid oe ( G VATA i A6tg, mp. | PHYS. [J DirEcTOR {["] PHYS. 3-9-6) 
Bea as |22e. PHYSICIAN'S 22d. ADDRESS Springfield State Tgepuaan 
62588 | MAM Ort! Octavio A. Ruiz, is a See Te 2 Sykesville, Maryland. 0 0000 
us Bie Se BURIAL, Pave ag ”, TE THI oy 23¢, DAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) (Stete) 
VOU OVAL (Sp. ; 
ane eo o Ae eas to Lite foara, —~PAL 


Arad 


a ERAL ge ete SIGNATURE 2 
Ms CAROL aa He 


VR AIS (4) 
20M 5-63 \, 


250. REC'D 8Y "D164 REGISTRAR’S SIGNATURE 


oa MAR 12 1964 _yPerrdty Jectge 


& 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Neh eet STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manana 
CERTIFICATE OF DEATH 


et 


Zz 
2 whe OF DEATH = hee ae RESIDENCE (Where dacessed lived, If institution: Rasidance before edmission) 
a. COUNTY R 4 ; b. COUNTY, 
CAR KOLE MARYLAND || /¥ WR YLAND_ CUR ROL te 
b. CITY OR TOWN (if outside Ses Timits, ¢. LENGTH OF STAY IN 1b e. ih OR Beye {If outside corporate Timi, fe RURAL end give noarast town} 


write RURAL and Ww 


Rukae - WESihinsteR 3 YEARS 27 WE STM INST 


K dd. tte OF HOSPITAL OR INSTITUTION (if nat in hospital, give street address) | d. STREET ADDRESS *. « nee 
tb. FAIR AVE Le F ihe —— ves [] no [3 
'3., NAME © iat OF First ~ .. Middle A Month ‘Day Veer 
freee WILLIAM ARTHUR Cul VER) Brame JMIPRCH 20 19 lof 
eS, 6 COLOR OR RACE]7, MARRIED [-] NEVER MARRIED [] | & DATE OF BIRTH “Tare Ast iniaeas IF UNDER} YEAR| IF UNDER 24 HRS. 
i Y) \'Months| Days | Hours | Min. 


“MALE whHité 
‘oo be IS lil ties kind : et 
ine during mosl of working life, even tired) 
CARPE NT Eid 
c FATHER'S NAME 
Samel C. Culver 


45. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (Ifyesgive werordetes of servics) 


VO 


ven Days Hours | Min, 


wivowen [~}~ vivorceo [} PilG- 2. 24 IS 5 Gli y a 


1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete. or foreign country) | ad a EN Seen 
RviLpiNG | DELEWARE _|UNITED STATE 
F "| 44, MOTHER'S MAIDEN NAME 
Hester A. Workman 
16, SOCIAL SECURITY NO,| 17. RTS ry UTH CT PIL rag oe 
Vone | i -_V 
f lei Hild. AVE WEST Pew Pd 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (cl.) 


ae mA, ARTE ROSC BE ROSIE © AR Devas vile. “bVEAR 
DUE TO Dp iSé ASE é 


death certificate be executed eo: 24 hours after 


iclan. 
R: After this certificate has been signed by the attending physician and completely filled in by the funeral 


jletached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 ai 
of Health prior to burial, cremation, or removal, and in any event, within 72 hours after 


e 
oo 
& 
= 
” 
£ 
Ped 
$6 
32 i 
3 Conditions, if any, which he |. — 
oe geva rise to Immediate cause 
x2 {eo}, stating the underlying ( OVETO 
we cause last. os te : 
aS Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART We)) 19. WAS AUTOPSY 
a ; (SOR I ls 
= 3 
ae alls “sz. ; sis Svenely 
2 = [200 ACCIDENT WAS UNDERLYING []_ | 20. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Part It of item 18.) 
5 o | OP CONTRIBUTING (Lj CAUSE OF DEATH 
ae & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Oa % [20c. TIME OF INJURY Month, Dey, Yoer | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, * 20f. (City or town) (County) {Siata) 
By 5 Hour ‘ame While Not While factory, street, office bldg., etc.) | 
8 Ege = et 9 ot work at work 1 
tes an ry " Ss 
HeOs FU 21. 1 certify that (I) (this hospital) attended the deceased from. Ad Eh 4 7 IGF to. VY). AGEL. 19 27 that (1) (we) last 
2 Re 
e895 3 saw the deceased alive “on db Ae 20. rola LY), and that death occurred an. from the causes and on the date stated above. 
Bez 2p SIGNATURE ¥ / . a aa ae ce DATE 
. A / 3 
Bog Ja) “al a 4 iL 0 (i U AAMC SI mo. | PHYS. PY opinector [[] PHys. 1 
5 ed hes 2c. PHYSICIAN’ 5 F 22d. ADDRESS > 
: . 
ae | Var EL WELLIVER pe [Pee 
: i) <a s- 
22 ie 3= "TRS URIAL, CREMATION, | 236. DATE THEREOF ‘23e. NAME OF CEMETERY OR CREMATORY 234, ZOCATION Nee Pee or ae rar 
3. 3 REMOVAL (Specify) A piileew LO e eengers 
Ore i ee a Baltimore, 2.3 7 Md 
aw eatin w 24 FUNERAL DIRECTOR'S, SIGNATURE ned) oe 2Se. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
af i) 15M 7-62 Grd: J Pie baw DATE Chief, 
S) z += ss = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 “a 
03134 CERTIFICATE OF DEATH 03124 


Reg. Dist. No, 
2. USUAL RESIDENCE (Where deceased lived. IF institutian: Residence before admissian) 


SRR LOW °°" CARRoLE 


c. CITY OR TOWN (IF outside carporate limits, write RURAL and give nearest town) 


X UNION  ERIOCE 


d. STREET ADDRESS 


€ 


1. PLACE OF DEATH 
8 COUN a pe MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib 


RURAI ue give nearest ap 
Wow BhILEF  Avke 5 WEEKS. 
d. NAME OF HOSPITAL (if nat in haspital, give street address) 

OR INSTITUTION: 


BROOK FIELD NURSING eae 


ES 


e. 1§ RESIDENCE 
ON A FARM? 


yes [J = 
Yeor 


} 
} 
‘ 


rz ects Paace’ 


is certificate has been signed by the attending physician and campletely filled in by the funeral 


3. NAME OF First Middte Lost 4. DATE Manth Doy 
treorim BEATIE ESTELLA  DEVILGISS peas ARCH AF why 
5. SEX 6. COLOR OR RACE |7. MARRIED [SY NEVER MARRIED [] | & CATE OF BIRTH Sone len IF UNDER 1 YEAR] IF UNDER 24 HRS. 
irHhdoy ; 
| WIDOWED pivorceo ll] |OC7 7 a it Manths| Doys | Hours | Min. 


ive kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY 


(Oo. USUAL OCCUPATIO} 
) during most af warki even if retired) as 
é Hiv SE WIFE Ob OME 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


EZRA JyapriNv ELGEN/A fy F 
Sauls Fito ARES SOCIAL SECURITY NO. INFORMANT 4b aa 4 $e TED 
es ih L4H « LUTHER  DEVILBISS bite BROCE 


11. BIRTHPLACE (State or foreign cauntry) 


AVARYLA ND 


12. CITIZEN OF WHAT COUNTRY? 


YS 7 


Then please remave carban papers. Pages 1 and 2 shauld be 


IDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 


£ 
8 
vo 
s 
= 
Oo 
zg 
5 
a 
2 
e 
Rg 
= 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond, (c.] INTERVAL BETWEEN, 
5 PART |. DEATH WAS CAUSED BY: a % 
& IMMEDIATE CAUSE (a) —¥ wheel A Kine schanos 1 
3 by ONS aus DUE TO 
22 Canditions, if ony, which ms 
Eo gove rise ta immediate 
ge cause {a}, stating the under. ( DUE TO 
cae lying couse lost, 
BEoo STZ) Parr Il. OTHER SIGNIF'CANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT, RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. WAS AUTOPSY 
Sai = y i 
S386 S|Prebts molhrne ~ Rt; ve no fi 
oes = [200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OFCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
a © | OR CONTRIBUTING C] CAUSE OF DEATH 
e325 3 |((F eITHER, NOTIFY MEDICAL EXAMINER) 
BESS & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City ar tawn) (County) (State) 
529s ra Faucet: [White Not while foctary, street, office bldg., etc.) # 
pes = pum. at wark (] of work H 
85 : ai 
gene 21. I certify thot | attended the deceosed from._ gaat, 190%, lof 2p. , WT that | lost saw the deceosed 
<oo 5 3 
= ¢ $ 3 alive on 3/24/64. pe 2 , and thot deoth occurred ot FM, from the couses ond on the dote stoted obove. 
KOs 5 ADDRESS (Street, city or town, state) DATE SIGNED 
26 ~ ACTUAL Es J t S : 3 
“exe pEss SIGNATUR 7 A a, a —— Mo, ._------ LAZY KOT, __ Leta a ea ey 28 G4 
Ofazve (/ _—_ 
2 8a 25 PHYSICIAN'S Op ~ 
Zegoh |) | [Nance nT 77 fi I ae 0 
$ £3 x ‘> Za. BURIAL, Ger IN, | 22b. DAJE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, tawn, or county) (Stata) 
~5 8° REMOVAL (Speci “ SF ashen 
£ pA 
eeeee DIY Pipl CREEK LW WiwaseR kepae [7b 
roe \\ fas. en DYETOR'S HoNyATURE ‘ADDRESS 2 - Vasa. Th er PSS Seine 
VS A15 (4) y 4| 5 Y 
ee Ny ht! MbeAat irs Vda en Lrsilge MdA\ox MAR 31 1964 


ra i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


SS 


03135 CERTIFICATE OF DEATH 03125 
1. PLACE OF DEATH _ 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmpssion) 
e. COUNTY @. STATE b. COUNTY 
ve Carroll m _____Maryianp || Maryland Baltimore City 
ms Re 3 b. CITY OR TOWN {if outside corporets its, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limifs, write RURAL end give neerest town) 
Bao write RURAL end give neerest town) 
£,3/5|___Sykesville 3yrs.1mo.21dys, _ Baltimore VRS 
2 3 a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) | d. STREET ADDRESS e. beaks 
Zou H 
er | __ Springfield State Mospital 272) Huntington Ave. 
oa 3. NAME OF “First "Middle “Lest = ~ Month 
hes DECEASED iF 
a ii NELLIE ELIZABETH DITTO i 5) a (- s) 
S= 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [ ] | 8» DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR IF UNDER 24 HRS. 
BE last birthdey) sel Deys | Hours Min. 
Female _| White —_| woow= fg} _ovorc> | 3-10-1880 8h | 
Oe. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housewife Pennsylvania U.S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Amos Higgins Elizabeth Reed _ 2 : 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? NT 
(Yes, no, or unkown) | (Ifyes give weror detesofservice)| 


16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


No None Records, Springfield S H aah se sh 

18. GAUSE OF DEATH [Enter only one cause per line for |e), (b), end (e)-] OT GS)_Spr- eld_ State e9P ht amcewen ¥ 
PART | DEATH MEDIAtt caust (e)_ Bilateral bronchopneumonia — ; ask: 
a DUE TO 

GonstionaMudeny, hoch w)_Arterlosclerotic heart disease _|_ Years 


geve rise to immediate couse 
steting the underlying “ghd 
couse lest. (e) 


‘ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART K(e)| 19. WAS AUTOPSY 
=| Chronic brain syndrome associated with cerebral arteriosclerosis, with | \.. L] No XJ 
ou :2 aE ee, 
= | Za. "ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

& | OR CONTRIBUTING [] CAUSE Of DEATH 

G } (lf EITHER, NOTIFY MEDICAL EXAMINER) 

% | 20e. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20F. (City or town) (County) (Stote) 

= Het “eae While __ Not While fectory, sireet, office bldg., ete.) | 

2 19 ot work [] at work [_] | 


pt. of Health prior to burial, cremation, or removal, and in any 


1 


21. 1 certify that (I) (this hospital) attended the deceased fro 2, that (1) (we) last 


2g, from the causes and on the date stated above. 


Page 4 may be retained by the hospital or attending physician. : 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours aff 
director, page 3 should be detached for use as the burial-transit permit, Then please remove ca 


3 
a 
2 saw the deceased alive on... 316-6) .19........., and that death occurred at™. 
2 Booey : ie ATTENDING MED, STAFF 22b SGNED 
2 A y eater , bel Cy ) mp. | PHYS. = [J birecror [J PHYS. 3-16-64 is 
g : Te. PHYS! ans an So 22d. “ADDRESS Springfield State Hospital 
= | Lee Agustin del Campo! Me De | Sykesville, Maryland. 
4 & 20, BURIAL: Tow 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY ke LOCATION (City, town or county) 
peci 
Souk Burial 3/19/196h, Meadowridge M Jorsey, Howard Co., Mi. 


24 FUNERAL DIRECTOR NA TURE ADDRESS 4“) 


Lee ie eetk Y/ @) g Ce 


VR AIS in . 
20M S-63 S = f 
George J. Gonce 001 Ritchie Hwy. 


25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
DATE MAR 2 0 OR 
7 7 


eral 


in —_— 


id completely filled in by 
bon papers. Pages 1 apd 


jr 
ny event, within 72 hours after 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an: 
director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and i 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


oe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIQN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 03 
1. pa te DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: 21 26. Taminston) 
CARROLL a * STATE AR YZAND b. COUNTY CARMEL C 
b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporata limits, wriia RURAL and give neerast town) 
write RURAL end give neerest town) 3 . = * 
WEST STE R WStRS |X WEST MINE TER _ ae 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS . Pas 
REDE OAK TREE ROAD RFA © OAK TREE Roab \wQrwe 
3. NAME OF im, First Midde last 4 woes Month “Dey Yar a 
be) 
{Typa or print) Pp ieee Ma rch _19 9 


8. DATE OF BIRTH 


S. SEX 6. COLOR OR RACE 9. AGE (In yeers 


lest birthdey) 


IF UNDER 1 YEAR| IF UNDER 24 HRS, 


7. MARRIED [Jk] NEVER MARRIED [_] 


Months] Days | Hours Min. 
MALE WH «7712 | woown] — oivorceo | JULY / F 18 G4 G7. 
ie i ind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working fife, even if retired) é = 
1S WETS (See RETIRED Tired ¥ U.SA, 
, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
SALVATORE FARACE DOROMEA PIR RARO 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address =4 
(Yes, no, or unkown) | (If yes give weror detesofservice) 
VO Ee | wie 220~ 03-2674 SARA FARACE REDE OAK TREE RO. 
18. CAUSE OF DEATH [Enter only ona ceuse per fine for (e), (b), end (c).] J 7 INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: . . . a ala 
IMMEDIATE CAUSE (e) Arteriosclerosis generalized = = 
f f DUE TO 
Conditions, if eny, which )___ Arteriosclerotic heart disease _ | Sens) = 
gave rise to immediete couse 
(e), steting the underlying ( OVETO 
couse lost. io_Acute corona si es X10 bh 
6 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 16) | 19. MAE ete 
i= 
Silas al: Vesicle Ne 
= 200. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert f or Part Il of item 1B.) 
i OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Dey, Yaer | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, | 20%. (City er town) ~~ (County) “{Stete) 
2 Hear eata While __Not While factory, street, office bldg., otc.) | 
g tin 19 at work [_] at work [_] | 


21. I certify that (i) (this hospital) attended the deceased from.. Rh wr 1963, to....Mare..L9.,..., 19..64 that (I) (we) last 
saw the deceased alive OM... MA Dede rg... 19--H4., and that death occurred 42, 39, trom the causes and on the date steted above. 


220. SIGNATU! 22b. DATE 
& ATTENDING SIGNED 
thy mo. | PHYS. Et DIRECTOR oO Pave, Ol March 20,1964 


22d. ADDRESS 


Howard. "Bie 11 My Sl as Sykesville, Maryland. 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


“BURIAC WAR 21 1964 \CARDENS OF Fai7H cha \| TRem&e mith Ro 7h. 


RAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY sania 1. g/t a s of Needge 


ZW1b_ BELAIR RdAL 


2a. PHYSICIAN'S 
NAME (Type) 


DATE M 


gy 


nt, within 72 hours after deat 


‘e has been signed by the attending physician and completely filled in by the funeral 


the burial-transit permit. Then please remove carbon papers. Pages | and 


fal or attending physician. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


death, Page 4 may be retained by the hos, 
director, page 3 should be detached for use as 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this cer: 


VR AIS (4) 
20M 


MARYLAND STATE DEPARTMENT OF HEALTH 
ne oa RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAN OLe 
CERTIFICATE OF DEATH @ 


1 Least ag DEATH 2, USUAL RESIDENCE (Whare dacossed livad, If institution: Residance bafore admission) 
bs a WA b. COUNTY 
CARRELL Ceen7Ty wena AR VLA CAR Perl 
Ah To It = Ko. limits, write RURAL and give ni ! town) 


b. CITY OR TOWN (if outside corporat limits, NGTH OF STAY IN 1b 
Pe 


write RURAL and give neavast town) 
CRAL WESTMWSTER el IES. hen, 2 be LSTHIWSTER, 4P, 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give siraat Rea Le if eo ADDRESS Ae “TS RESIDENCE 


ONA ‘ord 
Bey "346 KD*2 wextruyysren (EWS 46 RD*2 wes LUM STER ves] OD 
eat “Erté of First “Middle > Tost 4. | «BATE x Month : Yor > Sr 


Beara Ac hf JE. 19 Cy 


“]9. AGE {in years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) ber] Days | Hours | Min. 


$2 


Ti. BIRTHPCACE (County & Stata, or foraign country) 


CARROLK Cova fy | 


Wye or stint SEA an LAR EO I oe AO PLE 


5. SEX 6. COLOR 7. MARRIED [] NEVER MARRIED [_] ly DATE OF BIRTH 


vena e bivorcep [_] Ay ae VEGHE 


— 
— 


. USUAL OCCUPATION [Give kind of work 
fona during most of working lifa, aven if ratirad) 


10b. KIND GF BUSINESS OR ee 
‘ ral 
SAWIVC- MACH, of. ICL OTA. 
13, FATHER’S NAME : ss "| 14. MOTHER'S MAIDEN NAME 


JAMES BAKER ELLEN FEN Y6-TOYV 
(Yan'no, es unteun) | Wiyergivoumerdelecceevice ene eco ne NTORMANT Mss. WHEEL PRIZE LA 


Ig SO~ 77. ‘gates R072. peste s7 eR, 4D 


1B. CAUSE OF DEATH [Eniar only one cause A. for (e), (bs and (c) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY; ey ae 


12, CITIZEN OF WHAT COUNTRY? 


UsHA. 


IMMEDIATE CAUSE (a) 


Ker DUE TO 
Conditions, if any, which (by , rag 


gay to immadiata cause 
(a), stating the undarlying DUES) 
couse last. (e) 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT oT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a) 9. WAS Pea 
9 ~ > 7 PERF 

< ves [] No 
& [20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pari Ii of itam 18.) * ia a~ 
& | OR CONTRIBUTING (J CAUSE OF DEATH 

G | (iF elTHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (State) 
g fared a While __ Net While factory, straat, office bldg., etc.| | 

2 ae 9 at work [] at work [_] ' 


21. | certify that (I) @his-hospital} attended the deceased from. Zr IOS, to. SS that (1) Gwe) last 
2 and that death occurred a7 124m, from the causes hee on the date stated above. 


saw the deceased alive on.. 


Die, SIGNATURE ~ 22b. DATE 
/ G 
Le a C gat ly Por, Sap, | PHYS DIRECTOR ["] ms Fy 4 


226. PUNSICIAN SS y GC, ENws ie AGS 22d. poess = = tha ide ES Aid 


230. BURIAL, CREMATION, 
REMOVAL (Spacify) 


23b. DATE THERE 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) aR 
14 2... =A Wal DELERIAR YETH.CEM SMALLWOOD . ATL 
ERAL mee 'S SIGNATI ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
NES i BES TALE ST E tee tore 


AMES Gx SAPIFELLE IR, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


a2 2 CERTIFICATE OF DEATH 0 3 it 28 
el — 
$2 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whara dacoased lived, If insfitution: Residence belore edmission) 
4 | e@. COUNTY ATE b, COUNTY 
on 
25 Carroll MARYLAND * Maryland Baltimore City  ” 
BES b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give neerest town) 
es write RURAL end give neerest town) 
3 3e/h Sykesville 2mos.9days Baltimore 3 (Pe a 
28 on rs Rae OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS °. \s RESIDENCE 
Ba § ON A FARM 
32 | Springfield State Hospital ; 770 Druid Hill Avenue ves [] NO Gd 
s Ba 3. NAME OF First ~ Middle ~ Last i. ae Month “Day =f) 
ag ee | 
Scz aichity FRED (NM) GAINEY BERTH March 25 __ 196), 
ws 5. SEX 6. COLOR OR RACE)7_ ARRIED [] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 8 Jast birthday) |"Months| Deys | Hours 
~ Male Negro wipowen fx] ivorced [] | 3-3-1896 ys. | ae 
2 Oe. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
5 done during most of working life, even if ratired) 
S Odd_ jobs North Carolina UeSehe =! 
g 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
o 
S John Gainey Ella Cogsdale 
3s 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT "Address r 
i= (Yes, no, or unkown! | (Ifyesgivawerordetes ofservica) 
1 th ae es U Records, Springfield State Hospital_ 
18, CAUSE OF DEATH [Enter only ona ceuse per line for (e), (b), end (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE fe) Septicemia Z f Pe 0 
4 ' DUE TO 
Conditions, if any, which Infected bedsores _ ft en 2 | Weeks 


geve rise to immediete couse mere, 
fa), stati th 
cue let Generalized arteriosclerosis Years 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19, WAS Aurorsy 
A a a PERFORMED: 
Ole 
neo = vee eae 
= | 202. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJ CCURRED. jury i item 1B.) 
E | de CONTRIELTING [1 CAUSE OF DEATH 01 INJURY OCCUt (Enter nature of injury in Pert | or Part II of item 1B.) 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, ; 20f. (City or town) (County) ~ (Stete) 
a Hour e.m, While __ Not While fectory, street, offica bldg., etc.| | 
3 a 19 let work [_] ot work [_] t 
21. L certify that (I} (this hospital) ae the deceased from...... 1-16-6k... 8:16, gt to... 325-6), a 2 19.....c, thal (I) (we) las! 
saw the deceased alive on.. 3225-6) eles: Es as , and that death occurred 8: —.M, Hom the causes and on the dale slated above. 
2. SIG 7 22b, DATE 
ATTENDING MED, STAFF SIGNED 
LV h i wt ee VA. tbh, ioe [_pirecror [-) PHvs. fe} 3+25-6h, 
22c. PHYSICIAN'S 22d. ADDRESS: - z 
NAME (Type) Springfield State Hospital 


Octavio A. Ruiz, M. D. 


230. BURIAL, CREMATION, 23b. DATE THEREOF 


23c, NAME OF CEMETERY OR CREMATORY S LOCATION (City, 7 county) {Stete) 
j. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 
be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in at 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


YR AIS (4) y 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVIsI TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 
V3139 CERTIFICATE OF DEATH OSTey 


® 


gave rise to immadiate cause 
DUETO 


= BD —— = 
£ 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoesad lived, If inslitution: Rasidence bafore © 
a) ee SCGUNTY, RROLT 2. STATE b. Sark 
§ eng CARROLL MARYLAND _ “Maryland __ Baltimore Oi ty 
= = yo b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (i cutsida corporeta limits, writa RURAL end give nearast town) 
~~ 3as write RURAL end give nearast town) 
“ £73 near Westminster _ 10 months | Baltimore 
ie oa 3% d. NAME OF HOSPITAL OR INSTITUTION (il not in hospital, giva streat address) d. STREET ADDRESS 
faa 
as wy 
S aNd Golden Ave Nursing Home _ IL 2900. Wyman Parloray 

e st- 3. NAME OF First Middle “Last 4. DATE Month Day 
ga aa DECEASED OF 
g Fae we Se AV caie MUNFORD ___GARDIER [PE | Merch=f-1964 __19 
es 8 ss 5. SEX "| 6, COLOR OR RACE|7, maRRiED Lever MarRieD [_] | & DATE ‘OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ae = dest Pinibeey! peste Deys | Hours | Min. 
eat oe Male White wipowED {AIX —vivorceD [] Ockober-2=1877_ 86 om. 
BR Be . USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Counly & State, or foreign country) | ¥2, CITIZEN OF WHAT COUNTRY? 
< 83 dona during most of working life, even if retired) 
5 38 retired———-P, RB, Emoloyment | Queenstown, Md. LA. z 

a 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
=) H 

© x ey 
3 54 Frank ¢, Gardner ~ fae! Emily Comegys = x, 
° Ss WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
= ae no, of unkown) | (If yes giva warordatesol servica) 
= 2 no no ors. Jno. Schwarz (daughter) 2900 iiyman Parkway=11 
= Sa 18. CAUSE OF DEATH [Enter only on ne INTERVAL BET WEE. 
ey : PART |. DEATH WAS CAUSED BY: Ug) oe 

3 IMMEDIATE CAUSE (a). # Zz — 
ge? ) ) 
$a. j ar, DUE TO 
é Conditions, if any, which (b} L) 
oe 
pe 
« 


{e), stating the underlying 


cause last. te 


be retained by the hospital or attending physician. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event 


e 
a 
fa 
a 
3 a 
2 = A _ e st — 
‘a 2 es ra PART I]. OTHER SIGNIFICANT CONDITIONS CONTRI fE TERMINAL DISEASE CONDITION GIVEN IN PART tle) 19, 
” 7 
& £3 O18 ves [] No [] 
u § 3 | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enler netura ol injury in Pert | or Part Il of itam 18.) i 
fa] ia = OR CONTRIBUTING (] CAUSE OF DEATH 
ae Ze © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
9 52 x 20. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm,  20f. (City or town) ~ (County) ~(Stete) 
Zi 23 gz 8 Hour ahi While Not While lectory, straet, olfica bldg., atc.) | 
8 re 3 g 19 at work [_] at work [_] 
EB O8 “AO 19.4 haf (1) (we) last 
eZUz fuses and on the dale staled above. 
as 3 22b. DATE 
Lhe MED. STAFF SIG! 
@ or _ | PHYS. Gy oirectop, Be Dl 
Hos NSy = ts ~_fazd. AgDRESy/ ff ii, 
Be 2 (Typ, 
Be Bt x =e ‘ A 
Os 58 Z3e. BURIAL, “CREMATION, | 23b. DATE THEREOF [* NAME OF CEMETERY OR CREMATORY K OCATION (City, town or 
Tigh REMOVAL (Specify} 
ores burial jiarch-11-6) | St.Peterts — . town, Wd. ____ = 
es 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: Tass ECT avineG ET Aah REC’D BY oe 2Sb. pom Ss Log (ee 
VR AIS (4) 
ae = are ae x er tne MeRA ton] | oardAR oly 0 19¢ Cag uncle. 


MARYLAND STATE DEPARTMENT OF HEALTH 
RR EAT of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mannan 0 


MEDICAL eA NERS CERTIFICATE OF DEATH 


1. PLACE OF DEATH | 2. USUAL RESIDENCE (Where 4: docetied lived, If institution: Residence before edmission) 


e. ma Peo] 3p eee °. ie Md ; b, COUNTY Cnpee | | a 


b. CITY OR TOWN [if outside corporate limits, c, LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nesres! town) 


—Rorad-"( Pestinster eres |XRorpl~ Westminster, _ 


1 


FOR STATE 
HEALTH, DEPT. 


rector, Page 


ig with form PM3. Page 5 may be retained for your age 


|-transit permit. File pages 1 and 2 with the State Depart 
i 


is necessary, 


d. NAME RE vk ITAL OR WSS {if not in hospitel, give treet eddress) d. STREET ADDRESS ) e. IS RESIDENCE 
ve { ON A FARM? 
RED 6 R E Dy #6 ves (KX No [] 


funer. 


ICAL EXAMINER: This certificate should be executed within 24 hours after death, If an 


[AME OF — First Middle Lest 4 eens Month 


am Robert Cut) Garland = Marek 


5. SEX ]6: COLOR OR RACE| 7. MARRIED JE NEVER /ARRIED [_] | 8: DATE OF BIRTH ‘]9. AGE (In yeers 


Male hi te wioowen [] _oivorceo [7] aa a 6 - 1997 last bithdey) 


yrs. 
10a, USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (Stote dr foreign country) 
done-during most of working life, even il retired) 


y (-ARmee 


13. GS NAME 


Tim Gar land 


Months | Deys 


ithin 72 hours after deat! 


12. CITIZEN OF WHAT COUNTRY? 


UsSeae. 


orth Cnbol) ha 


14, west a beth He p . - N 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 7. Me. E Address 


(Yas, no, of unkown) | (Ifyasgivewaror dates of service) 6. f, st 
NG = Akan stm Aster. 
18. CAUSE OF DEATH [Enier only one cause per, cee (a), (b), and | y “| INTERVAL BETWEEN 

= PY, ONSET AND DEATH, 
PART I. DEATH WAS CAUSED BY: ie 
IMMEDIATE CAUSE (2) | Fe ¢ gl 
L323. 26 DUE TO “ 4 
Conditions, if eny, which (by. Ne ttef! Vie ¥. -t-5 
gava rise to immadiata causa 
DUE TO 


(a), stating the un: ‘ 
couse lest, mes ye 


Farm ing 


in any eve; 


16, SOCIAL ‘a NO. 


or removal, and 


pending” in pencil in ltem 18. Give Pages 1, 2, and 3 to the 


4 should be forwarded to the Chief Medical Examiner’s Office alon: 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


21. 1 certify that | took charge of the remains described above, held an Autopsy Tel Inspection re? Inquiry LI). and in my opinion 


ted agent, prior to burial, cremation, 


2 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T: }| 19. WAS AUTOPSY 
es ] eee | PERFORMED? 
B g $ | Yes No SS 
© | 200. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il ol item 18.) 7 >. — 
= & | PRIMARY [] or CONTRIBUTING [] 

a G | CAUSE OF DEATH. | 

13 Pie a ae > 7 — : 

= 3 | 2oc. TIME OF INJURY Month, Dey, Yer | 2Dd. INJURY OCCURRED 20e, PLACE OF INJURY (Home, form,» 204. (City or town) (County) (State) 

5 a Fetes: ar While __ Not While fectory, street, office bldg., etc.) | 

é Z fy 1p et work [_] et work [] | 

3 

i 

5 

8 


cident [_]. Suicide [_], Homicide [_], Undetermined manner Oo 


Fy death resulted from: Natural causes h 
o 3 v CHIEF MEDICAL EXAMINER [_] 
mol ACTUAL ASSISTANT MEDICAL EXAMINER DAT! 1G 
matte 4, SIGNATURE —o M.D 3 ee 
Bs 5 sestinens es x \ DEPUTY MEDICAL LSet 2 
x 
im rt nS 7 NAME (Type) j\ ae Sper CHER_ Address (Street, city, town, of county) | 
as = Pie. BURIAL, CREMATION,| 22b. DATE THEREOF NAME OF CEMETERY OR CREMATORY CATION (City, town, or country) (Stet 
otsae pet ‘ae g. lle, iG 
2 Rink _|F- 9- ot Akers ks 
Bae. fe D BY REGISTRAR | 24, © cates SIGNATURE 
YR AISME 
5M 1/62 


ewMAR 10 1964 fChorbag \ectge, 


TO HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR 


ae 


ely filled in by the. 
s. Pages 1 and 


remove carbon paper: 
ny event, within 72 hours 


ding physician and complet 


Then p} 


death, Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


20M 5-63 


after death. 
DO 
—_— 


AIS (4) \ 
¥ 


” 


aS 


7 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3141 CERTIFICATE OF DEATH 13133 


1 BA ne DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
Carroll } 
e, STATE b. COUNTY 
Fw rth, Pad MARYLAND Md. Balto. 
ov: Cif OR TOWN [if outside corporeta limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL end give neerest town) 
rite RURAL end give neerest town) 
Sykesville Cockeysville 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS ere “e. IS RESIDENCE 
ON A FARM? 
ers Nursing Home 4 __||_ Sweet Air yes (] NoX] 
/3. NAME OF ‘First Middle a | 4. DATE Month Dey ¥ 
DECEASED A OF 
fT) int = 7 7, 
(Typa oF print) +s Lé 2+ def (Gaultney) PERTH 347 2.0 JE 94 
5. SEX 6. COLOR ORRACET7, MARRIED [_] NEVER MARRIED DATE OF BIRTH 9. AGE (in years |IF UNDER YEAR| IF UNDER 24 
. ithday] |“Months) Deys | Hours | 
wipoweD [Lj _ivorceD April 23,1885 B yrs. | 


10a. UAL OCCUPATION (Give kind of work 


1Db. KIND OF BUSINESS OR INDUSTRY 
done /during most of working life, even if retired) 


12, CITIZEN ¢ 


1. BIRTHPLACE (County & Stete, or foreign country) 


Housework Virginia USA 4 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Lee Barker Clara Henderson by 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | {Ifyes give werordetes of service) 
m Mr. John W. Gaultney Towson, Md. : 
18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), andic).) 7] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE in AX Piha ee eee =e poss 
{ DUE ee 


ee 


Conditions, if ony, which 
to immediata cause 


ing the underlying ~ PVETO 

cause lest. (e) ie 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTORSY 
5 yes [] no [J 
= | 2De. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (E injury in Pert | or Part Il of item 1B.) - 
© | Oe CONTRIBUTING 11 CAUSE OF DEATH 01 URY OF (Enter nature of injury in Pert | or Pai item 1B.) 
B | UF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY —Monih, Dey, Year | 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, ; 2Df. (City or town) (County) ~ (Stete) 
3S Meir. Ant While Not While factory, street, office bldg., etc.) | 
Fy ae 19 et work [] at work [_] H 

2. | certify that (I) (this hospital) attended the deceased from. ’ z, that (I) (we) last 

saw the deceased alive OM...cssssssssssmesssseeesealI Gordy and that death occurred at 4M. from the causes and on the date stated above. 

ea gait ATTENDING STAFF 2. SNE 

Dr. W. C. Stoner mo, [PHYS RY omecron CJ ows. x 
(l 


22c, PHYSICIAN'S 


NAME (Type) We ip 


22d. ye 


230. BURIAL, CREMATION, | 23b. D, THEREOF 23¢. NAME OF CEMETERY OR CREMATOR' 5 FET LOCATION (City, town or county) (St 
REMOVAL (Specify) & re, 
i March 19, 196) Poplar Grove Baltimore County _Md. 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS (Sa. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


J. F. Eline & Sons Reisterstown, Md. 


oar MAR 18 19) A flonteg Judge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wieSET 


3142 CERTIFICATE OF DEATH 031 3h 
1, PLACE OF DEATH 2. bdo stile (Where deceesed Tp A is 


e. COUNTY (é CL 
ary MARYLAND ——— 
t c. CITY OR TOWN (If offside corporele limits, write RURAL end give neerest town) 


b. CITY OR TOWN (if outside corporete limits, . LENGTH OF STAY IN 1b 


— 


should 


~ 


by the funeral 
2.5 


rite RURAL be giveyneergs! tow rag 
| hers , f 
at ey Apeeee, Fee 2 la, yoak ac _1e- Pyar 
+2 io y f 1 cos NAME 5P be ates OR pe THUTION lied not ii vere giye edgress) 1 d. STREET ADDRESS Z L co ess 
=a t+ Di, 
sad teladed Le bt fie 1522 Ue ke ves [J wo (EF 
3 an 3. cee Middle oat re DATE 3 ~Yeer 
a 
Ee {Type er print) : eneb Ly, Le ar PAs Cc DEATH > a yas 
§ a 9 
sie = A 
3% 5, SEX ‘6. COLOR OR op 8, DATE OF BIRTH 9. AGE 2 Years |IFUNDER 1 YEAR| IF UNDER 24 HRS. 
oe = 7. MARRIED [_] NEVER MARRIED am 3, /9¢ ee teeT bee ee 
ae wioowen[] _ vivorcen [] | f + 42 €. ‘ a yrs. Ve | bd | 
3 . USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11 se) (Gounty ie ae er i a, 12, CITIZEN OF WHAT COUNTRY? 
e ne during most of working life, even if retired) LOS: 744 
Fd 13. FATHER’S NAME Ys C 14, MOTH a ite NAME kK C " 
4 Eimanue 2oFge_ Lre“ve Ar mB. TA ASS 
& Was eo ee Rese ES OLSTRST CORUTPTNT 77 Paws A = 
e '@s, No, unkown yes give wer or detes of service) —" 
Fa e?r a 
18, CAUSE OF DEATH [Enter only one couse per line for (e), (bend (c).]—=—~S — iT, ~) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: . ae wee 
IMMEDIATE CAUSE (e)___ A - e a ot Ottc acre = 4 "ome a. 


coum! i Lk which ie en oe [eg Hne Ekle 
(os sting. the ndeiring (° PUETO “ee af bu! hd, 


couse lest. 


{c) 


z PART Il, OTHER SIGNIFICANT igi —_ TO DEATH BUT NOT RELATED TO THE rails DISEASE CONDITION GIVEN T We)] 19. Pe 
g Ce 
YES NO 
& 4 Sx | ves [] No 
i | 20e. ACCIDENT WAS UNDERLYING [1 | 20b, DESCKIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
& [| OR CONTRIBUTING [} CAUSE OF DEATH 
© | (UF EITHER, NOTIFY MEDICAL EXAMINER) — 
3 | 20e. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, fe im, 20%. (City ertown) (County) (State) 
ray Hour e.m. While __Not While eaetcny, otresteti cell as lei 
Z a 19 work [] et work [_] 


that (1) (ue) last 


21. § certify that (1) (sh 3 eas 
saw the deceased alive on.... fYLCAN hf, and that death occurred ai Zam, from the causes and on the date stated above. 
Fee SO * ¥z ATTENDING STAFF 72 eenen 
ere PLT __ yp | DHS, Beer D Prvs. SB -22:6 SF 
22. PHYSICIAN'S 22d, ADDRESS 
- NAME {Type} Se. OKafinar 9 ese Ce ahd - 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: Affer this certificate has been signed by the attending physician 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-transit permit. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
REMOVAL (Specify) 
BURIAL 3-24-64 see Orthodox Cemetery Woodlawn ,Md 


REC‘D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


mm OMAR 26 1964 ag 


24 FUNERAL DIRECTOR'S SIGNATURE 


Wm.Cook-Towson,Inc., 1050 York rr. TOWSON #4 


VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03143 CERTIFICATE OF DEATH 194: 


3 . PLACE OF DEATH 2s Whe RESIDENCE 5a ‘deceesed lived, If institution: Residen ‘dmission) 

5 @. COUNTY/4/ y &. cous y 

= fi . yy 

2X2 MARYLAND | Batok 

=us b, CITY eh TOWN (if outside corporate limits, | «. LENGTH OF STAYIN Ib || c. OZ, OR TO Le ee corpotdie limits, writa RURAL and give neetest town) 

a) vi, if RURAL apd give nperest a Ne oh es te ae 

£7 8,9 ROT: a7 f= tr d 

¥4 3a" NAME OF 103 OR te UTION fe not in Bn ‘Dive street eddr 5 a iL STREET ADDRESS a 1s RESIDENCE 
os 

=aa5 / 

Su Laeccal hi Kell Na : ee ee 

2 Su ie aC be 4, DATE Month “Day 

Zan OF . 

eae (Type or print ETTA- Ye UN a ee 0 ut x. DEATH Vlir /é = 19 TA 

$s 83 5. SEX 6. COLOR QR RACE|7, ARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH “19. AGE (In yaors |IF UNDER1 YEAR) IF UNDER 247HRS._ 

eae y ~ / 693 # birthdey) |“Monihs| Deys | Hours | Min, 

& WIDOWED x bivorcen [_] O x 

§ T0e. USUAL OCCUPATION (Give kind of work | 106. KIND 


avan if ratirad) 


F BUSINESS OR, INDUSTRY goed / 4. & State, oF, Bordon ern 12, CITIZEN OF WHAT COUNTRY? 
ny 


lone during most of working Jife, 
, A S A 
caNeae ae | Lessee T ei a a wee 
| FS MOTHER'S MAIDEN N, 
16. SOCIAL SECURITY NO.| 17. INFORMANT , 


io) ee 219 1-1 §- ~ fb4 WAS Bronce y7 : 


18. CAUSE OF/DEATH [Enter only one cause per ee for (e), (b}, end (c).] 


it. Then please remove cai 


INTERVAL BETWEEN 


igned by the attending physic 


ial-trans 


E ONSET AND DEATH 

oS PART |, DEATH WAS CAUSED BY; 

a IMMEDIATE CAUSE (a) Vawch he Be heme sf bie. dl. se Seat 
ae uF Ts Wri DUE TO 


Conditions, if any, which (bo) a ten, fre m4 


geve rise to immediete cause 
(0), steting the underlying ( DUETO 


couse lest. (a ALS EC YD 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ta) 


The law requires that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or altending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


19. WAS eee 


YES abe NO ef 


20e. ACCIDENT WAS UNDERLYING [) 
OP CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Part Il of item 1B.) 


20d. INJURY OCCURRED 
Whila Not While 
work 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 
fectory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


attended the deceased from. 
a 


(Dy (we) last 
tated above. 
226. DATE 


Be A ae ATTENDING STAFF SIGNED 
Sterwlh ae Churles Mp. | PHYS. re (7 prys. (7 


22c. PHYSICIAN'S 22d. ADDRESS ; 
shia) Wey cde oR, OE a eye ee ee ee 


23a. BURIAL, CREMATION, 


23b. DATE ie la NAME OF be Ih ‘OR CREMATORY. ra inet {City, caver 4" county) eta) 
MOVAL (Spotify) — a P ) i 
rm 1A 13-6 4A hve We L td Y 


IERAL ANY | ( Yue 25a. REC'D BY REGISTRAR | 2Sb. cf E SIGNATURE 
ie Lak cad vat AR 16 jfhorlag \esdae, 


and that death occurred 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any event, 
Co 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


20M S-6. 


< 
3 
2A 
a 
ZB 


—_ 


with 


irectar, 


by the funeral 


r i death. Page 4 


Pages | and 2 shauld be-fil 


Then please remave corban papers. 
n, ar remaval, and in ony event, within 72 haurs ofter death. 


id by the ottending physician and campletely fille 


hysician 
ransit permit 


ing pl 


= 
= 
a 
& 
= 
8 
2 
3 
5 
3 
& 
g 
3 
° 
ee) 
ed 
5 
2 
© 
8 
=a 
o 
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3 
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= 
3 
£ 
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2 
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= 
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= 
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a 
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Z 
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he hospital or atten 


9 
TO FUNERAL DIRECTOR: After this certificate has been signe’ 


may be retainea 
the State Board of Health priar ta burial, crem 


page 3 should be detached for use as the buri 


TO HOSPITAL O 


ae 
aa 
Zp 
La 
poe 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH 


0314 é DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 3 
CERTIFICATE OF DEATH 0 1 34 
1 FLAC OE Deere 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) i 
occu" Carrell marviano || °°"“"Maryland > COUN Montgomery J 


b. ee ONE (If outside corporote timits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
ew Windsor 3 months Gaithersburg oye 
d. WNEIOE PeSaTAt (If nat in hospital, give street oddress) 1 d. STREET ADDRESS e. BREE 
orton's Boarding Home RFD # 3 yes (] No 
4 oariae First Middle ost 4. i Manth Day Year 
(Type or print) Winfred Blaine Halterman DEATH March 30 19 64 
5. SEX 6 COLOR OR RACE [7. MARRIED [-] NEVER MARRIED {] | 8. DATE OF BIRTH 9- AGE {In years [IF UNDER TYEAR| IF UNDER 24 HRS. 
Male [hate ear s st at Feb. 5 1926 Past Months] Doys | Hours] Min. 
1 192 


10a. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


11. BIRTHPLACE (State or foreign country) 


Laborer Farm Bergton, Va. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Simon Halterman Sarah B. Wilkins 
ns SIDE CE See Ge a ee es ioe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No | 218-20-2267 | Ira L. Dove, 5607-35thAve. W.Hyattsville, Md 


1B. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), ond (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 a ae 
IMMEDIATE CAUSE (a . Nigra 
‘ C v 


ims 4 DUE TO 


Conditions, if ony, which ‘ 
F 5 (b). 
gove rise to immediote | 


couse (0), stoting the under. ( DUE TO 
lying couse last. ey 


20e. PLACE OF INJURY {Home, form, 1 20F. {City ar town) (County) {Stote) 
t 


Hour a. m factary, street, office bldg., etc.) 


p.m. 


3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. WAS AUTOPSY 
= 

Si Yes] No[) 
= ]200. ACCIDENT WAS UNDERLYING £]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port I! of item 1B.) 

& | OR CONTRIBUTING CJ CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

fa 

& [0c MME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 

2 

= 


21. 1 certify thot (I) (this haspital) attended the deceased fram. Jf 7/€4..1%,....10-....2/ FO. 9G, that (I) eePTast 
saw the deceased alive an___ = Whe and that death accurred ot, ram the causes and an the date stated abave 
220. "UN ‘2b. DATE 


TUE. fe. ATTENDING STAFF SIGHED 
Vin vo AR ae DIRECTOR PHYS. 3/25, 


2c. NAME thine) M E R t a ee a 
ype} fo} fs) , 
eRasenetieet VY trad Worrall 2- and. 
230. BURIAL, CREMATION, } 23b. DATE THEREOF ‘Qc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
EMOYAL Hpecin 
uria ril 2, 196 Presbyterian Darnestown, Md, 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


oAPR2 1984) fCtornkes Juetpe 


‘24, FU) IRECTOR'S LATUR| ADDRESS 
(Os i Damascus, Md. 
2 i Ses EET 


x 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


— 


Tuners 


gned by the attending physician and completely filled in by the 
-transit permit. Then please remove carbon papers. Pages 1 and 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


he oat 


nt, within 72 hours after deat! 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si: 
director, page 3 should be detached for use as the burial 


YR AIS (4) 
20M 5-63 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
PIVISIBMS tions 2 RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 03135 


1. PLACE OF DEATH i 7 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
@. COUNTY a. STATE b. COUNTY 
Carroll - RELAY |” Maryland aa Carrol])_ = 
b. CITY OR TOWN [if outside corporate limits, | ¢. LENGTH OF STAY IN tb c. CITY OR Ti IN {If outside corporate limits, write RURAL and give neerest town) 
writa RURAL and give nesrest town) 
x sville __ |X 131 Arthur Ave. aera. 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS @. IS RESIDENCE 
i ON A FARM? 
|_13] Arthur Ave. et Sykesville _| ves] noe 
"3. NAME OF First Middle Lest Sg ‘Month ‘Dey Yaar _ 
Pesca, OF 
a ¢ 
pyre eal ORs __May Harn@n _ pare er eh 4 19 64. 
5. SEX + COLOR OR RACE|7, aRRiED [] NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Hours Min. 


winoweo [J _vivorcen [##| Feb. 23, 1899 5" o~ a a 


10b, KIND OF BUSINESS OR INDUSTRY | 11. BRTAPTACE (County & State, or foreign country) 


Female 


10a, USUAL OCCUPATION (Give kind of work N OF WHAT COUNTRY? 
) done during most of working life, even if retired) 


evs” “x. = ; | Admiral, Maryland USS eae 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
15. ae: DECE: nM Riki ie ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, more Meeks Address ‘. 


(Yes, no, or unkown} | (ifyesgi eror detesofservice) 


None Stanley L. Harmén_ = 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c}.) i —< “| INTERVAL BETWEEN 


‘ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY; 
IMMEDIATE cause ()_Arteriosclerotic heart disease 


“6.1 DUE TO 
Conditions, if any, which ()__ Coronary thrombosis Jan_64 
geve rise to Imme couse ar <; ¥ Z “= ~ a 
{a}, steting the underlying (| DVETO y 4 
couse «)__€ardiac failure —Mar 4, 64 
z PART If, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS Autopsy 
g — a" ia PERFORMED 
= 
& : yes [] no []) 
i 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of iter 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, » 20f. (City ortown) (County) 7 (Stete) 
a Hour e.m, While Not While fectory, street, office bldg., ete.) | 
= p.m. 19 at work et work | 
21. | certify that (I) (this hospital) attended the deceased from.......Jan.. . 1964, to....March... bt « 19...64 that 10) (we) last 
saw the deceased alive on.......) March... by. cole 19..64., and that death occurred at.2 .A.M, from the causes and on the date stated above. 


Sree een ATTENDING MED STAFF 73e LONED 
Piys. faq Dinecror [J pws. [] March 4, 1964 


22c. PHYSICI 22d. ADDRESS 
NAME type) 


— 


9. of 


23d. LOCATION {City, town or county) (Stete) 


Elkridge, Howard Md. 


‘25a. REC’D BY REGISTRAR | 25b. Pe NG SIGNATURE 


M, Dy. " 


23c. NAME OF CEMETERY OR CREMATORY 


Meadovyridge Men. 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


F. C. Higinbothom 106 Coli $yhoad 
ELLicott Mae 


Zap. BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Specity} 


oMAR 9 1964 


MARYLAND STATE DEPARTMENT OF HEALTH 


YW, 1 W8PLE of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY! 
FOR STATE 


HEALTH DEPT. 1, PLACE OF DEATH | 


is necessary, 


eo 


ig the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral epclcr uaa 


ICAL EXAMINER: this certificate should be executed within 24 hours after death. If an’ 


please execute tne certificate, wri 


TO DEPUTY 


‘5M 


__ MEDICAL EXAMINER'S CERTIFICATE OF DEATH nEN 36 


2, USUAL RESIDENCE (Where deceased lived, Hf institution: Iusidenc admssign), 
a, COUNT’ P fe0 BG ERY 


8. BE KRY LAND b, COUNTY e. 


c. CITY OR TOWN (ff outside corporaje limits, wrila RURAL and give nearest oar 


arevER SfRing 


EARROLL Ltiadap 


|b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib 
write RURAL and give nearas! town) 


SYK ESULLE [aro 


a Z 

se = Ps * 

oo “d. NAME OF HOSPITAL ap INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS e @, IS RESIDENCE 

av / 7 +— ON A FARM? 

25 SPRINGE ELD TATE Not. $3 Oz peta Stace | ves _] NO RS 

a= : — a 

oases 3. NAME OF First Y dla Last w 4, DATE Month Day Year 

aed DECEASED OF 

a 

oF ye tle we he AC welC | om 8S ae ihe 

$e 5. SEX 6, COLOR OR RACE Abarhito Ty NEVER MARRIED B, DATB OF BIRTH 19. ae pre FUNDER 1 YEAR| IF UNDER 24 HRS. 
i, irthdey) |" Months oR Hours | Min, 

ag Onn oy wiooweD pivorceo [7] sized by ay ac | 

= Ba beh eco 
ne Ws. USUAL OCCUPATION (Give kind of $d "| 1Db. KIND OF BUSINESS OR INDUSTRY ACE ‘ a or foraignfeountry) 12. tlc, ey COUNTRY; 
[ye most of lif, aven if setired) 

3 Recetas | 

Mrs 13. ae we g \ a THER’ S EN "NAME 

a 

2s ae s) Ur | KO: WA 2) BAVA aie 

@e 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 3 

= (Yes, no, or unkown) | (Ifyasgivewarordatasofservica) | 

Ev 

EZ Pe ae eyfacrllle, « 

Bs | | 18. CAUSE OF DEATH [Enter only ona couse por lina for (0), (b), end {c).| INTERVAL BETWEEN 

a i. ONSfT ANDI DEATH 

Fa PART I, DEATH WAS CAUSED BY: 

o IMMEDIATE CAUSE (a) < mone J 

a tho ( | DUE TO Qe ae « 

Conditions, if any, which (b) 


gave rise fo immadiata causa 
(8), stating the underlying 
eausi 


THER SIG SIGNIFICANT CONDITIONS CONTRIBL CONTRIBUTING TO DEATH BUT NOT RELAGED T TO THE TERMINAL DISEASE CONDITION GIVEN IN PAR 


& AAA Co AAA ; 

208, EXTERNAL CAUSE WAS | 20b, DESCRIBE HOW INJURY OCCURED, (Entar nature of injury in Part | or Part Il of itam 18.) 
PRIMARY [1] or CONTRIBUTING [) 

CAUSE OF DEATH. 


PAI 


UTOPSY 
PERFORMED? 


YES ; NO fa 


to burial, cremation, or remo’ 


ior 


Page 3 should be used as a buri 


MEDICAL a 


20c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED 2D. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) “(Stota) 
Hour a.m, While __ Not White factory, straet, office bldg., etc.) | 
a pm. 9 at work (_] at work [_] | H 


21. I certify that | took charge of the a described above, held an Autopsy rel Inspection pd Inquiry jm) and in my opinion 


death resulted from: Natural causes ident [_]. Suicide [_], Homicide [], Undetermined manner [_] 

r. CHIEF MEDICAL EXAMINER 
noe ‘ASSISTANT MEDICAL EXAMINER DATE SIGNED, 
SIGNATURE “ i 0 3 nas 


DEPUTY MEDICAL EXAMINER x 


4 should be forwarded to the C! 
Health or its designated agent, pri 


TO FUNERAL DIRECTOR: 


) EXAMINER’: 
ae NAME {Typa) ee Quik EN N cS Pex iC ¥ E R Address (Straat, city, town, or county) 
i 22e. BURIAL, CREMATION ae DATE THEREOF 22c. NAME OF CEMETERY OR<eiEWePORY ie 22d. LOCATION (City, town, or country) {State} 
REMOVAL (Specify) | 
Burial Mar 17, 1964| Ft Lincoln Cemetery | Colmar “anor, Md. 


123. FUNERAL DIRKCTOR | ADDRESS 24a. REC'D BY REGISTRAR | 24b, moe. 'S SIGNATURE 


Pew fir Ses POE ~ Lepttondd oa MAR 19 1964 fCCrnbea Yoetpe 


® 


TO Bere OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR 


Als ray 
20M 5-63 \\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
ove en STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a_i 


$x CERTIFICATE OF DEATH 0313 

S32 ——EEE 

53 uh FLACE CF DEATH 2, USUAL RESIDENCE (Whore deceased lived, If Inalilution: Residence belore edm : 
fe =: ». STAT, b. COUNT} 

F Carroll MARYLAND Mary’ C4 ity v afl 
> & 3 b. CITY OR TOWN [if outsida corporete limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR ae (lf = corporate limits, writa RURAL end give neerest town) 

ated 5. write RURAL and giva nacrest town) 

3a Sykesville 32 yrs. ) mos Baltimore _ VO I-F 
= ey “ d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS. *. Boro a 
[Sys 

343 | Springfield State Hospital ; ___ 5636 Anthony Avenue vis [] NOSE] 
2a9 3. NAME OF ~ First ate ~ —s asa |": weed Month Day “Yeer ao 
a a = DECEASED 

BCE (vee ererm) ANTHONY , =Sses=  OCHTIAE | Beare March 20 19 6h 
Seis S. SEX 6. COLOR OR RACE) 7, maRRIEd [_] NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
§ 5s fast bisthdey) (Months| Deys | Hours | Min. 

Male White WIDOWED pivorceo[-] | 10=1)=1887 yes. | 
~ USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Siete, or loreign country) | l 12, CITIZEN OF WHAT COUNTRY? 
‘done during most of working lile, even if retired) 
Paper hanger-Silver Plating-Asbestos Work Baltimore, Maryland | U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles E. Hochhaus 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyesgive weror dates ofservica) 


No_ Unknown 
18. CAUSE OF DEATH [Entar only one causa per line for (a), (b), end (c).) 
PART |. DEATH WAS CAUSED BY; 


Frances Stroebel 
17, INFORMANT . Address 


Records, Springfield State Hospital 
> INTERVAL BETWEEN. 
ONSET AND DEATH 


IMMEDIATE CAUSE (e)_ _ Broncho’ pneumonia plus heart failure _hours == 
Pat Orel DUE TO 
Condon, fl s0y. whieh )__Arteriosclerotic heart disease _ —years____ 
gave rise to immediete cause 
DUE TO 


(a), steting the underlying 
couse lest. a. a te 


te has been signed by the attending physician ai 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cat 


{ or attending physician. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ¢ 


“19. WAS AUTOPSY 


Fa PART Il, OTHER “with ai CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART Te) PERFORMED? 

&| Epilepsy with de eerigrariets Carel arcinoma of the left great toe with ves [] NO Bl 
$|_metas as Cru tseVleremieeee eS er ee eee fa eae 
= '20a. ACCIDENT WAS UNDERLYING je 20b, DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in Pert | or Pert I! of item 18.) 

@ | OR CONTRIBUTING (] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 ‘2De. TIME OF INJURY Month, Day, Yeer | 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) “(Stete) 
S fear eae While __ Not While lactory, street, office bldg., etc.) | 

2 ret » at work [_] at work [_} f 


21. I certify thai (I) (this hospilal) atlended on deceased from... see 19.02, thal (I) (we) last 

saw the deceased alive on....... .3-20-6h, pees ww and that death occurred atht.30h, Hm the causes find on the dale staled above. 

220, SIGNATURE 22b. DATE 
Liz Ash & mo, [PHYS] binecror [) pnts, OX 3-20-6)" 


224 ADDRESS “Springfield State Hospital 
i ae Sykesville, Maryland... - 


23a, BURIAL, CREMATION, | 23b. ee TH yey, 23. NAME/OF CEMETERY OR CREMATORY - 
REMOVAL (Speci 


7 iy City, town or county) x 
24 FUNERAL PL SIGNATURE ols 2Se. = eke. ay tA fy RE Pg Ban 


ya 4./0/ eat = Saree 


C. 
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ee 
> 
a 
Be] 
a 
& 
s 
=) 
> 
a 
E 
7 
© 
a 
© 
a 
< 
Ey 
73 


5 
4 
= 
5 
a 
PI 
° 
a 
is) 
E 
a 
fH 
a 
t=) 
fae 
9: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03148 CERTIFICATE OF DEATH 13138 


7M 
3 = — 
E e 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a ~ a. COUNTY a STH b. sere v 
£S¢ Carroll MARYLAND aryland egany _ : 
>s 3 b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib ~€. CITY OR TOWN (If outside corporata limits, writa RURAL and give nearest town) 
2° write RURAL and give nearest town} 
£52 Sykesville ayrs.3dys. Cumberland, A“ 
224 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS 1S RESIDENCE 
=o 
332 Springfield State Hospital bit 601 North Centre Street ves [] No fx] 
a BR 3. NAD Fatah oe First > nl ~ Last 5 ; ee Month Dey Year 
a 
Esc i 
ee (Type or print) RHODA HOOK DEATH March 5 * 19 6h 
ae 5. SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [] | ®» DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 Whi 5 6 fest birthday) |“Months| Days | Hours | Min. 
Fenale hi te wipowep [2] DIVORCED ["] 20-7 yrs. i | 
Qs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Slate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
e during most of working life, even if retired) | 
Housewife Maryland | U.S.A, 


|. FATHER'S NAME 


Unknown JOHN W. NUSE 


14. MOTHER'S MAIDEN NAME 


Uninown MARY V. KOON 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yes, Le or unkown} | (Ifyesgive warordates of service) 
‘oO Unknown Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse par line for (a), (b), and lc) ] INTERVAL BETWEEN = 
PART I, DEATH WAS CAUSED BY, : : : 
IMMEDIATE CAUSE (e)_ ArterLosclerotic heart disease 2 7s 
7 Saif DUE TO 
Conditions, if any, which {b} z = @7_ = l — 
gave rise to immediate couse . 
(a), stating the prdeding Vet UE) 
couse lest. {e) 
> ART Il. OTHE SIGN ACARTTCONDITONS CONTRIBYTING TO DEATH 8UT NOT RELATED TO THE TERMINAL Pas CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
i Chronic n syn Coney Wet Sere brain disease, wit a BATEMOTEE pee ne 
reaction % ili PeNiGleiiee 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING BY CAUSE OF DEATH 
{IF EITHER, NOTIFY DICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item m 18. } 


hile walking, holding on to a chair, patient fell, 


20d. INJURY OCCURRED Lia PLACE OF INJURY {Home, f ike | 208. (City or town) (County) 


2Dc. TIME OF INJURY Month, Oay, Year 
Hour are 
9 6 


2. 1 certify that (I) (this hospital 
saw the ased alive on.....2: 


While Not While factory, wis office bidg., oy 
at work [_] at work [5q 


MEDICAL CERTIFICATION 


22b. OATE 


a. SIGNATURE = 
Dey. Go font. i me sopietaite it O1RECTOR D mys. & 3-5- {ike 
22c. PHYSICIAN'S id. ADDRESS See State Hospital 


NAME (Type) 


a 


page 3 should be detached for use as the burial-transit permit. Then please remove car! 


led with the State Dept. of Health prior to burial, cremation, or removal, and in any event, will 


— 


er 


Antonius Glahn, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an: 


death. Page 4 may be retained by the hospital or attending physician. 
director, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


8 23a. BURIAL, CREMATION, | 23b. DATE THEREOF- 23c. NAME OF CEMETERY OR CREMATORY 234. TSeaTGN ‘ci; town or county) (Stete) 
REMOVAL (Specify) 
BURIAL MARCH 7,1964| HILLCREST BURIAL PARK CUMBERLAND, MD. 2 
24 FUNERAL DIRECTOR’S, SIGNATURE m3 ADDRESS: z 25a. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
: | 7 
wn) Lacey 2 : SEEM) lone MAR 9 PO ibaa Veclge 


1 MARYLAND STATE DEPARTMENT Of REALIA 


oe) OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 


CERTIFICATE OF DEATH 


03149 


(spso” 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Whera deceased lived, If institution: R 


nce before edmission) 


Hate Le mA eS WIDOWED 


event, 


Divorced [_] 


COLTS 


eye a: eecOUNTy e, STATE b. COUNTY, 

Ey% CL" MARYLAND ee = 

pes b. CITY OR TOWN [if outside corporete limits, ¢, LENGTH OF STAY IN 1b €. CITY OR TOWN ae outside eorporate limits, write RURAL and giva neeresi town) 

boD 

oe write RURAL end give neeres} town) x iz o, 

Sys, 0 Lyle Ae Se zee Ca 4 eetten. OTS 

28 eee 

Boy ) |G NaME OF AOSPTAL OR INSHTTOTION (if not in hospitel, give streét eddross) | & STREET ADDRESS e. 1S RESIDENCE 
as ON A FARM? 

248 nret Cr: (Leak ek) ves [_] NO Eb 

a aa 3. NAME OF a Middle ~ Last 4. DATE “Month ‘Dey Yeer ;. 

iz it < BEEPR eee, WY Ve 

Bak [igperee rind ices MERRPERT. LormMM, DEATH 3 a 9 $ 

2as S. SEX 6. COLOR OR RACE|7, jaRRIED [~] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


st bithdey) 
PS. as 


er Deys | Hours | Min. 


(La 


10a. USUAL OCCUPATION (Give kind of work )b. Ki 
lop during most of working life, 


BUSINESS OB INDUSTRY 


3. FATHER’S NAME 


". ‘fran CE (County & Stete, or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Leb Gs 


Fi 

1S. WAS DECEASED EVER IN U.S. AE :D ebsecess 

(Yes, no, or unkown) | (If yes give werordates of servic 
— —_ 


iL SECURITY NO. 


16. Sha goetahe 
1O« 


17. INFORMA) 


Cored (Ce se 
4. MOTHER'S EE NA 


a2U. 
Address 


$3 ue. Idn_Llh ol _ bitouitech me 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 


18. CAUSE OF DEATH [Enter only one couse per fe for (e), (b), and (c).] 


Cepegeat en a es ee 


INTERVAL bie 
ONSET AND DEATH 


444 DUE TO. 
Con 3, K-env/ which {b} 


Ceeeaeau 


ARTERZI0 SHER oss 


ge’ to immadiete cause 
(e)}, steting the underlying 
couse lest, 


DUE TO 
{e). 


|2erAy. 


| VERS 


2 


saw the deceased eine on. 


certify that Pu (this ee iM ye the va 4 ed from. 


3 | _ PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile) 19. WAS AUTOPSY 
9 or = ee PERI 

3 

S 22 018 EFWES SAVE L.A ITS ves [] No EY 
i |] 20e. ACCIDENT WAS UNDERLYING a 2Db, DESCRIBE HOW INJURY OCCURRED. (Ent inj Jn Part | or Part Il of Item 1B.) 

& | op CONTRIBUTING L] CAUSE OF DEATH J a I are 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 2Ds, PLACE OF INJURY (Home, farm,’ 20. (Cily or town) (County) ~Bietey 

S ae While __ Not While fectory, street, office bldg., atc.) | 

2 Ban 19 jat work [_] at work 


that (1) (we) last 


ae 145 that death occurred at/ 2M, from the causes and on the date stated above. 


2c JATURE 
e 


ATTENDING “MED. STAFF 
PHYS. ta Miron OF pays. 


£16 cae A es M.D. 
, PHYSICIAN’S 
NAME (Type) 


22d. ADDRESS 


AAP 


23a, BURIAL, CREMATION, 


OVAL (SBecify} 
Pocreak 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and ii 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


~{Stete) 


‘3 DATE Ls Mes 


23c, NAME OF CEMETERY 


F. LOCATION (City, town or county) = 
Chet a fatal itazeiede atl. 


24 FY ms DIRECTOR'S 13h TURE ADDRESS * aes REC'D 5 stad fe 25b, REGISTRAR’S SIGNATURE” 
VR AIS (4) Lo Ml; DAT! ‘ 
20M S-63 ie we a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR 


eral 


ind completely filled in by 


ben papers. Pages 1 an 
within 72 hours after de. 


Then please remove cai 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in_any event, 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


ais (4) © 
20M 5-63 SY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ay 


03150 CERTIFICATE OF DEATH 03 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceasad lived, If institution: R  edmission) 
a. COUNTY a. STATE b, COUNTY 
_ Carroll MARYLAND Maryland Carroll _ 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL end give nearest town) 
Westminster 1% hours Xx Hampstead 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddsess) jd. STREET ADDRESS e IS RESIDENCE 
4 J % ON A FARM 
Carroll Connty General Hospital 12 South Main Street yes [] NO 
3. NAMEOF == = aN ae ae ATE onth D Yer 
DECEASED First Middle last A aa ag Day 
ee ie ___ LILLIE MAY HUNTER DEATH March. 17 
5. SEX 6. COLOR OR RACE!7. marRiED TONEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {In yeers |IF UNDER 1 YEAR| IF UNDER 
. s! birthdey) |"Months| Deys | H Min. 
female white | woows oivorco[]| May 3, 1883 8 Bee || cts, 4 all, 01 Se | a 


10a. USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retired) 


ractical nurse 


10b, KIND OF BUSINESS OR INDUSTRY 


self employed 


Ii. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Carroll County, Maryland U.S.A. 


|. FATHER’S NAME 


George Washington Harris 


14. MOTHER'S MAIDEN NAME 
Martha Virginia Hunter 


45. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT a Address 
(Yas, no, or unkown) | {lfyesgivewerordetesofservice)| ‘ ; 
= -- 213-32-4066| Rollin Hunter Reisterstown, Maryland 
18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (e).] ar == “T INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY, Cs al » 
Mares Acute  Mypcardiec Daitpretioal | Howes 
Z / DUE TO 
Conditions, if any, whieh w AecE£io scerotic (/aenr Dsegosie _ ewes 


geve rise 0 immediate couse 
{a), stating the underlying DUE TO 
cause lest, {e) 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 


19. WAS AUTOPSY 
PERFO! 


z 

9° RMED? 

& [ves Oo No {} 
= | 20a. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (E injury in Part rt IL of item 1B.) 

- Ok CONTRIBUTING L] CAUSE OF DEATH ‘0! (Enter neture of injury in Part | or Pert II of item 1B.) 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& 

% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 202, PLACE OF INJURY (Home, farm, + 204. (City or town) {County) {Stete] 

3 one atin: While __ Not While fectory, street, office bldg., atc.) | 

Es ) et ot work 1 


2 


certify that (I) (this hospital) attended the deceased from. 
ce ae 


that (I) (we) last 
314.9..19..G.% and that death occurred a 


saw the deceased alive on.. PM. from the causes and on the date stated above. 


22a. SIGNATURE 


= ° a is ee. ; ATTENDING. MED, STAFF OP. SN 
(ca) ee A mo, | PHYS. []_ oirecror [} PHYs. [—~ 4 
gs 


22c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


230, BURIAL, CREMATION, 


23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town or county) (St 
REMOVAL {Specify) 


burial 3/22/64 Leister's estminster RD, Maryland 


24 IERAL DIRECTOR'S SIGNATURI ADDRESS 25s. REC'D BY 51964 2Sb. Hey TRAR'S SIGNATURE 
w Le fceh til tttbdae, 2704 <__loolAR 23 1964 fort Pope, 


4 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03151 CERTIFICATE OF DEATH : 


: Nesta. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dacaasad livad, If ae Resid@nca ra 


a. COU b, COUNTY 
Pa via 4 MARYLAND | he tte lhl 
b. CITY OR TOWN {if outsida corpotate limits, ¢. LENGTH OF STAY IN 1b its, wei r 


a, 1 MARYLAND STATE DEPARTMENT OF HEALTH 


s 


24 hours after 


(Yas, no, of unkoy H yes give warordatas of sarvit 


r emanate 


vu 

3 

.3 

a 

N 

Us its, writa RURAL and give nasrast town) 

53 write RURAL and give ngarest Fo 

yi 

yep He Tod | 5 

3a OX d. NAME OF HOSPITAL OR ATER {if not in hospital, give strabl addra: a. 15 RESIDENCE 

fe ON A FARM? 

=< 48 A 3 - ’ yes [] No ° 

B 2s 3. NAME o! Middle last ; Month Day Yaar 
3 Bak DECEASED G L EP = Of VNa 
ee ae 8g j- St BL CB a A ee 
® Ss 3. SEX &. COLOR PR RACE| 7, “MARRIED PRY Never baates DATE OF BIRTH : Pa in yaars|IF UNDER 1 YEAR al ae RS: 
tA eee ¢ a Months| Days | Hours Min 
| WIDOWED DIVORCED oa 
8 8 Wa. USUAL OCCUPATION (Give Kind of work | T0b. KIND OF BUSINESS OR INDUSTRY ARTHPLACE (County & Stata, or foraign country) _ | 12. CITIZEN OF WHAT ie 
£8 dona dy¥ing most of woking life, even if ratirad) / 4 
: E 4 Sais teak | "2a LOY Of 
SF ae 13. q 2 ER’ 
je Bete as ae Men 
a 2 
38 | Celeb” Ji nee ne i ye 
% 15. WAS DECEASED EVER IN U.S. ARMED FORCE } SOCIAL SECURITY NO.] 17 INFORMANT Addrass 
2 
a 
es 


aaa EL eet Wf cwoyWeneeheckig WG Ae 


H [Entar only ona cause per line for (a), (b), and 


8 PART |. DEATH WAS CAUSED BY: ri “se " ped sa 

ES IMMEDIATE CAUSE (a) Mery, can hie Xk infarc tren | ——__—_—. 
ia ) { rm 

~ PAM f DUE TO \ 

z Conditions, if any, which tb) A S yee * = alt 

ce gave rise to immediate couse 

€ (a), stating tha underlying DUE TO 


cl 


be retained by the hospital or attending physician. 


R: After this certificate has been signed by the attendi 
3 should be detached for use as the burial-transit permit. Then please remo 


he State Dept. of Health prior to burial, cremation, or removal, and in any event, withi 


a Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
3] 5 yes [] No ie 
2 © [20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury In Part | or Part Il of item 18.) 
& & | op CONTRIBUTING [] CAUSE OF DEATH 
4 G | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
9 | 20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 209. (City or town) (County) (State) 
z 3 Aunt ainh. Whila __ Not While factory, streat, office bldg., atc.) | 
8 2 19 t work [_] at work [] 1 
Hso 
Bo Vv 
80 saw the deceased alive on.¥: 
& § Ea ge ‘ ATTENDING MED, STAFF 220. BONED 
PEAR . 
av RES ‘e St Ree eu Coe (Dy Gol es mo. | PHYS. Director ["} PHYS. [] 
oases | 22c. PHYSICIAN’ 5 22d, ADDRESS { 
i= NAME (Type f 
Bea jae Bile kW iS Cheeks wD Green we ye aoe «Eo. 
O25 88 23s, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, KYAME OF CEMETERY OR CREMATORY 23d, LOCATION Wj town of county) (State) 
Taek oe REMOVAL [Spacty) -~ te £ /) Vie 
ovos 3 /, 3 =, ms 
eee “ pay: RECTOR: ip oa DF 25e. REC'D BY REGISTRAR | 25b. wk 'S, SIGNATURE 
me ) cam@MAR 1.0 196 


¢ 


1 


FOR STATE 


HEALTH DEPT. 


tf 


al 
jeath 


in 24 hours after death. If any delay is necessar 
m PM3. Page 5 may be retained for your files. 
ile pages 1 and 2 with the State Dep 


pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 
any event within 72 hours after d 


ate should be executed wi 


Health or its designated agent, prior to burial, cremation, or removal, and i 


please execute the certificate, writing the word “pending” 
4 should be forwarded to the Chief Medical Examiner's Office along with for: 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. Fi 


TO DEPUTY MEDICAL EXAMINER: This cer 


S 
>< 9 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA 


03152 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


LAND 


142 


1, PLACE OF DEATH 
a, COUNTY 


2. USUAL RESIDENCE {Where decaased livad, If institutlon: Residenca bafora admission] 
e. STATE b. COUNTY 


3. NAME OF 


Carroll MARYLAND Maryland Carroll _ 
|b. CITY OR TOWN [if outside comorate limits, «. LENGTH OF STAY IN tb €. CITY OR See (IF outside eorporete limits, write RURAL end give nearest town) 
y nearest Jownl "G 
te. al 2 hte]. Hampstead x 
NAME OF FiOSPITAL OR INSTITUTION {if not in hospital, give Atreat address) Nd. STREET ADDRESS: 1S RESIDENCE 
ON A FARM? 
st ‘ yes [_] NO is 


“Test ‘Day Yeor 
DECEASED OF 
avenerha Jennie Leng | == 19 6h 
5. SEX 6. COLOR OR RACE) 7, maRRIED [iE] NEVER Wana ole . DATE OF "B6 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 ase 
ee} 9 By lest bithdey) Months) Deys | Hours 
female white | wirowsf] _ vivorceo [] 38 nm. 


(Oa. USUAL OCCUPATION {Give kind of work 


13. PATHER'S NAME 


10b, KIND OF BUSINES: 


Ore 


R INDUSTRY 


12, CITIZEN OF WHAT COUNTRY! 


bd SA. 


Att 
16. pocguse ‘SECURITY NO. 


Mat "$ MAIDEN 


foes {Stata or foraign country) 
\E 


15, WAS DECEASED /EWER IN U.S, ARMED FORCE > INFORMANT — be 5 
{Yes, no, or unkown) aa ren ee) 2 >) ¥ { yn 
18. CAUSE OF DEATH [inter only one eouse par line for (e), (bl, and te.) = ~~) INTERVAL BETWEEN 
t ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: “ 
IMMEDIATE CAUSE (a), Epilepsy es = == 


Pe DUE TO 
Conditions," any, whieh (b)  @ oe a a 
gave rise to Immediate couse - -~ 
{e), stating the underlying ( CUETO 
eee (e, s — i 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]| 19. WAS AUTOPSY 
FA Babee PERFORMED? 
5 + 
pis . 4 YES & No [] 
= 208. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. {Entar nature of injury in Pert | or Part Il of item 1B.) 
& | PRIMARY [1 or CONTRIBUTING L) 
© | CAUSE OF DEATH. 
< 20c. TIME OF INJURY = Month, Day, Year| 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 208. (City or town) = {County} (State) 
3 Thana While __ Not While factory, street, office bldg., ete.) | 
2 mane 19 at work [_] at work 1 


death resulted from: , Natural causes fk} Accident GB 
4 


ACTUAL 
SIGNATURE 


21. 1 certify that | took charge of the remains described above, held an Autopsy Es} 


Suicide [_]. Homicide [7], 


a ee 


EXAMINER'S 
NAME (Typa) 


Inspection Oo Inquiry im 
Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_] 

p, ASSISTANT MEDICAL EXAMINER 


DEPUTY MEDICAL EXAMINER oO 


and in my opinion 


DATE SIGNED 


Address (Street, elty, town, of county) 


3-28-6) 
22d, LOCATION (City, town, or county) 


IERAL DIRECTOR 


220, PO le- DATE ia 
ou~Flrie J 


24a, REC'D BY | 24b. REGISTRAR'S SIGNATURE 


oAPR 1 1964 fCMorles Yoectpe. 


MARYLAND STATE DEPARTMENT OF HEALTH 


quires that the death certificate be executed within 24 hours after 


The law re 


(22. PHY! TANS 22d: ADDRESS’ “Going field State Hospital 
My Agustin del Cape, MaDe |) Sykesville,..Maryland. 2.2.00. 


23d, LOCATION (City, town or county) a 
2Se. REC'D BY 4 64 RE "S$ SIGNATUT 
tka MAR 9 


~ 


23a. BURIAL, CREMATION, | 23b. DATE Kaci 


se |S" 


24 woe Ok SIG! ATURE OAs 
i He Bie Slay 


23¢. NAME OF CEMETERY OR CRE 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
se 03153 CERTIFICATE OF DEATH 0 a q 4 3 
ez ——— 
$3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceased lived, If institution: Residence before edmission) 
a ¢. COUNTY a. STATE b. COUNTY / 
\ Carroll : MARYLAND || _ Varyland Baltimore City v 
a Pol by 
Ja ) b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b “c. CITY OR TOWN (If outside corporate limits, write RURAL and giva neerest town) 
Boo write RURAL and give neerest town) 
ses Sykesville mos .3dys. Baltimore VO) 
3g, as 1D d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS > = a @. IS RESIDENCE 
td ON A FARM? 
eas 
>43 | __Springfield State Hospital 2103 Maryland Avenue _ ves [7] No fe] 
S§ 3. NAME OF First “Middle lest DATE Month Dey Yeer — 
Ban DECEASED OF 
Bac NUR AC am STANLEY WALTER LIGHTEN DEATH March 19 6 
Sigs SEX 6. COLOR OR RACE] 7. Apri 8. DATE OF BIRTH 9. AGE (In yaers |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 23 \ARRIED O NEVER MARRIED oO fas! bithdey] onthe] Devs {Howe in 
88 Male White wioowe> [] __pivorcio KX] | 1-6..99 2 yrs. | | 
Bo Ge. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Slate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
a) S lona during most of working even if ratired) 
rd é : 
zs Machinist Minnesota U.S.A. 
By - 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME = - 
Eby Joel Lighten Lena Schenkman 
vac 
Bc% 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT "Address “. =» ae 
23 (Yes, no, or unkown) | (Hyesgivewerardetesofsarvice} 
Reige = 067-16-9797 | Records, Springfield State Hospital 
e328 18, CAUSE OF DEATH [Enier only one cause per line ior (e), (b), end (c),] VINTERVAL BETWEEN 
renee PART 1, DEATH WAS CAUSED BY: a(n telah 
uae IMMEDIATE CAUSE (e) Leukemia _ a kt. oe SPY. ee - Years 
Bere L i. 
am eee a DUE TO 
5 
fete Conditions; it eny, which ) _ Diabetes Years 
ese 5 geve rise to immediate ceuse (5 ae [ow Te «. i = i 
205 _. (a), steting the underlying 
beat ree J causa last, 
sefas pete et es {e) 
cS. 2st a Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART Ta) | 19. WAS AUTOPSY 
“oo f)|o PERFORMED? 
ge e Schizophrenic reaction,paranoid type Sibi ne 
SEe5 15 | ik 
2 at | 200. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
oud & | OP CONTRIBUTING [] CAUSE OF DEATH 
ee G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
F528 3 | 20c. TIME OF INJURY Month, Dey, Year] 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 201. (Cliy or town) (County) Grete) 
= og 
BZ ae & lbur vaae While __ Not While fectory, sireet, office bldg., ete.) | 
2 Bio: 2g ah 19 at work [_] et work ! 
5 = 
208s 21. 1 certify that (I) (this hospital) attended the deceased from... LL=L=03..... rot . BalGlp....., 19....2, that (1) (we) last 
3 33 saw the deceased alive on....2747 wT cee and that death Scent Pa, Patt causes and on ites date stated above. 
shea ie. TURE eens 7b. DATE 
£ cle , LG ATTEN! STAFF 
= og 'f: Yedihs G44 Goan Mp, | PHYS. | DIRECTOR C7 pays. 6] 3-5-6) 
Om ot 
igs 
eS 
: Ss 
E32 
Sou8 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


vy 3154 CERTIFICATE OF DEATH 03144 
oz 
23 \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, If institution: Rasidance bafore admission) 
a = ‘Cancer a oe b. COUNTY 
2 . MARYLAND 
£Ne ios ie : et P38 
28 z. b. city OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporat limits, writs RURAL and give naarast town) 
Bas sce a nearest town) im 12ay. 
£75 Sykes e elmo. s || A Rural - Sykesville _ 
ie d. NAME OF HOSPITAL OR INSTITUTION (if not in ran at streat address) | [4 STREET ADDRESS x ~) 1S RESIDENCE 
“ ‘ ON A FARM? 
ne Springfield State Hospital yet in 
an 3 NAME OF ~ ‘First ~ Middle Last “4. DATE Month ‘Day 
aN : OF 
ae ea JOHN WILLIAM oe a DEATH March 25 19 64 
83 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
aa é White eee: bwvorceo [| | 9-21.~1 886 lest birthdey) | Months| Days | Hours | Min. 
She Mal d mp yrs. 
g # 10a. USUAL OCCUPATION (Giva kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
2 1 done Paso and” lifa, aven il retirad) FB Ahk M U S.A 
$ ¢ arm « Carroll County, Md, . . 
° 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME oe ual =\ 
8 
a Oaks Richard Lippy _ Wnk. Eliza Jane Miller 
§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
= ERRE No. (ifyes givawaror datas ofsarvice) aie We AS H 
No nk. Records, Springfield State Hospit, 
e 18. CAUSE OF DEATH [Eniar only ona causa per lina for (a), (b), and (e).] PEs SP A BVaC ETE 3 
5 PART |. DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE e) Heart failure 4 1? oe __|_Montbs-— 
2 afi DUE TO 
5 
£ Conditions, if any, which «Mitral and aortic valve disease & adhesive | Years 


gave risa to immediata cause Biko pericarditis 


(a), stating the undarlying 


cause last. ‘)_Bronchopneumonia Days. 
‘AS AUTOPSY 


of Health prior to burial, cremation, or removal, and in 4 


FA PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. 

»|2|Chronic brain syndrome associated with cerebral arteriosclerosis, with | ys pq no [] 
He tic reaction + = 

3 = Bree peau ‘WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of itam 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, j 20f. (City or town) (County) {Stata} 

a Hour a.m. Whila __Not Whila factory, straet, offica bldg., atc.) | 

= p.m, 0 at work at work 


1 
y ° z ep 19....., that (1) (we) last 
m a causes and on the date stated above. 

22b. DATE 


no (MEM Mon Ty 3-25-6h 
22d. ADRESS ~~ Springfield State Hospital 
eae. 2 Sykesville, Maryland... 


23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stata) 


3/28/64 St, Marys Cemetery Siives Rin, Cetterl cen sh 


rey CTOR’S SIGNATURE d SS 25a. REC'D BY REGISTRAR <A waz SIGNATURE 
eth, seh he Fe owe MAR 3.0 1964 _ fo “orta Jeeage 


2. FE certify that (I) (this hospital) attended the deceased from... mn 
saw the a alive on..37% 56h. Repl) , and that death occurred at. 


22c. ial’. S 


NA ele taviewks Snes M.D. 


23a. BURIAL, CREMATION, 
Wess Aa 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN; The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. 


VR AIS (4) 
20M 5-63 OS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


35 CERTIFICAT E DEATH } 


AS 


5 82 
S 82 | 1. PLACE OF DEATH 2. USUAL aed {Where deceesed lived, If institution: Residence before edmission) 
2 3 eS Loins a. STATE b. COUNTY 
g ‘an , Carroll MARYLAND | Maryland 
£ “Be b. CITY OR TOWN (if outsid rete limits, " te || 
- 5% TY Ge TOWN iF ous Pacers «. LENGE Of STAY IN Tb “e. cy ¢ : oa {IF oulside eorporete limits, write RURAL end give nearest town) 
A ict | Sykesville 13 yrs./9 mos jaltimpge 21230 é 
£3 a* d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give eo address) || __d, STREET ADDRESS Te. IS RESIDENCE 
= 22% ON A FARM? 
= 3,3 | Springfield State » Hospital J 1022 Fort Avenue __| ves] No fe] 
s ¢ Bn /3. NAME OF First Midi = Last ; DATE Month Day Yor rm 
ae DECEASED OF 
ce ae pega Emma Pauline LORENZ PERTH March 8, ‘196 
* ie 8s Base: | 6. COLOR OR RACE| 7. arRiED LIINEVER MARRIED | 8. DATEOF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 2 3 2 a lest eed) penibe] Days | Hours | Min, 
2 28 Se@male white wivoweD [] —_bivorcep [] 10-6-1899 
5 Se 0a. USUAL OCCUPATION {Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 28 ‘done during most of working life, even if retired) 
3 zs = 2 Laborer Paper bag factory | Maryland UsSibs 
© |. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ’ = = 
£ agF 
s 5 
8 3ag Joseph Lorenz aS Marie Ullmann ad ' 
gc ; a7 re 

e shgtes 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 
2 23 (Yes, no, or unkown) | (Ifyes give werordatesof service) : ‘i 
ote no Springfield Vtate Hosp., Records _ a 
= g ve E 5 78. CAUSE OF DEATH |Enier only one cause per line for (a). (b), and (e)] = . wy INTERVAL BETWEEN 
Boas. PART |. DEATH WAS CAUSED BY: 
3 $3 ae IMMEDIATE CAUSE (a) _Lnfected bed sores. a ~ _|_ weeks _ 
oS5550 ce: 4 
Saaegs LEOX DUE TO 
ze Ae § Conditions, if eny, which w Diabetes Mellitus. years 
eeges gave rise to immediete couse ia a . a. ) —-— 
At ea (e), steting the underlying f DUE TO a‘ 5 7 
eee cause lost.) ) Generalized arteriosclerosis. years 

5 petra lott = Ba ind 
es 2. a Zz eae UW, OTHER eeuee | erce CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL air poe GIVEN IN PART Tia} 19. WAS AUTOPSY 
BeSsee 0/2 ASSOC. ntracranial infection, other than Syphilis <i el FER OUER 
asses |S encephalitis with behavioral reactions rs a: > PEM SRG 
mes 25 = [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. or nature of Injury in Pert | or Port Il of item 18.) 
Bend & | OB CONTRIBUTING [] CAUSE OF DEATH 
Beers G | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
Qa 5 23 | 20c. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20e, PLACE OF INIURY (Home, farm,’ 201. (City or town) (County) (State) 
Bugee 5 Hed, ei: While __ Not While fectory, street, office bldg., ete.) | 
Be ote EY on 19 at work [_] et work + 

= ve 
Be O88 21. | certify that (I) (this hospital) attended the deceased from... fi." 3 suet, that (1) (we) last 
S298 4 saw the deceased alive on.... 8-6), es oe , and that death occurred at. 2: ast The causes ae ‘on the date stated above. 
rs Sa2S 22s. SI z = if 7ab. DATE | 

H ATTENDI MED, STAFF SIGNE 
at Bs Chui he: A Mp, | PHYS. []_bikector [] Puys. Bg 3 3-8-1 6 
Boaee /| | RSCIANS A 224. appRess Springfield Sfate Hospital 
Be oy / Octavio A. Rpize MD. | Sykesville, Maryland 
Qe Rye Zap BURIAL CREMATION, 295, OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) 

8 O38 REMOVAL {Specify 
oven ur 3.12 196. Cross_ 


25e. REC’D BY REGISTRAR | 25b. -eneoyy aro Fe SIGNATURE 


AL Rh face 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


Mc Cully Funeral Home 130 E. Fort “ve, 


VR AIS (4! uN 
20M 5-63 \ 


1 MARYLAND STATE DEPARIMENIT OF NEALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


o 
<2 03156 CERTIFICATE OF DEATH 03146 
a2/| 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased livad, If insfitulion: Residence before admission) 
nie a. COUNTY a. STATE b, COUNTY 

£Se Carroll MARYLAND Maryland Carroll a= 
>oe b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town! 
ae write RURAL end give nearest town) 
3aa/e Rura kesville I Mo, TTD || A Sykesville = 4+ a 
22s d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) d. STREET ADDRESS o IS RESIDENCE 
Ea y ON 
252 Springfield State Hospital ves [] No &] 
2a 3, NAME 0 First Middle Test 4. DATE “Month Day ei, oe 
ag’ eee OF 

£ pa of print DEATH 19, 
$3 S. SEX 6. COLOR D bi a unoee atm 
vas 5 « COLOR OR RACE|7, MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeers |IF UNDER ane iF UNDER 24 HRS, 
& § femal hit lest birthdey) Ee Hours | Min. 
at ale white | wwowe{X}  oivorceo[}| 5-I0- 08 yes, 36 
33 Te. USUAL OCCUPATION ind of work | 10b, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Counly & Stele, or toreign country) ee CITIZEN OF WHAT COUNTRY? 


done during most of working ‘even if retired) 


S 
a 
. 
5 
oO 
= 
x 
N 
s 
= 
z 
vu 
3 
$ 
3 
3 
x 
3 
8 
2 
& 
3 3 ; 
S28 Domestig Samples Manor, Md. U.S. A. 
€ age 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 2U 
2 ac . 
Sea gend s Emma Springer pes + 
a 3 44 a 15. WAS DECEASED EVER IN U.S. "ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
E ad = S (Yes, no, or unkown) | (Ifyesgivewarordetesofservice) 
£etes 220-28-8065| springfield Hosp. records, Sykesville, Md. 
yeeet 1B. CAUSE OF DEATH [Enter only one ceuse por line for (a), (b), and (c)-] a ‘INTERVAL BETWEEN 
oe ae PART |. DEATH WAS CAUSED BY: seme ui 
geen IMMEDIATE CAUSE () Cerebral vascular accident, thrombosis. _days 
Sa aes ; ‘ 
32" ES 32>] DUE TO 
25838 Conditions, if any, which w__ Generalized arteriosclerosis. years 
250° geve rise to immediate couse 
Ka ga8 (a), steting tha underlying DUETO 
a sos 3 ceuse lest, (e) | 
aes 8 ee 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN TN PART He} 19. wae ees 
+S] ea iS 
geetk |S +S bhp ae 
- = | 20a, ACCIDENT WAS UNDERLYING " h inj i 1B. 
He a s « = | Op CONTRIBUTING [) CAUSE OF Sa 20b, DESCRIBE HOW INJURY OCCURRED, (Enter natura of injury in Pert | or Pert It of item 3B.) 
vo tre Bs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ooc = 
& = 2 a z 20c. TIME OF INJURY Month, Dey, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | i 20f. (City or town) (County) (Stete) 
a8 oo a Hour e.m. While __Not While factory, street, office bldg., etc.) 
as ae ¢ 3 pant 19 Jat work at work I 
2088 ; ET 
E e230 21. I certify that (I) (this hospital) attended the deceased from.. L ag oR teas Poet asennad bea :, that (I) (we) last 
O55 2 
Paci saw the degaased alive on 3z..6...19.64, and that death occurred at. 12.54) fW the causes and on the date stated above, 
2 E a ” 2 te ATTENDING, MED. STAFF ae SIGNED 
ay FI Co eee, PMA eg 3 pinector [] PHYS. [X} 3/7/64 
Ho as rt = a Be 
Botas 22e. aa s Fi 22d. ADDRESS ringfield State Hospital 
ae sy NAME (Tyee) Antonius Glahn$ VD. a 8 P 
«bse _Sykesville,.Maryland...... ——— 
us bg - 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 
o%o% 3 REMOVAL (Specify) 
H 


23¢. NAME OF CEMETERY OR CREMATORY a > LOCATION (City, town or county) {Stete) 


Burial Z- 9- 64 Samples Man met, les i alec 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
YR AIS (4) 4 D, 
20M 3-63 ——— 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, a) LAND 


1 


warordatasofservice)| 


(Yes, 99, oF unkown) | (Ifa: 
Ne None Otis Presten Sirk Same as 2 
18, CAUSE OF D TEnter only one eause per line for (0), (b), and (e).) : oo nae INTERVAL BETWEEN 
ONSET AND DEATH 


a 
8 
7 
5 
) 
g 
§ 
2 
£ 
N 
nN 
3 
= 
2 
3 
> 
3 
> 
z 
0 
& 
eg 
a a 
38 
°Q 
E 
ie 
: 
° 
i 
= 
a 
H 
5 


FOR STATE «77 MEDICAL EXAMINER'S CERTIFICATE OF DEATH Udl4? 
HEALTH DEPT. |7- etace or piars 2, USUAL RESIDENCE (Whore deceased lived, If inslitution, Residence before admission} 
8 =, COUNTY @. STATE b. COUNTY 
gees Carroll MARYLAND Maryland Carroll 
gOS b. CITY OR TOWN [if outside corporate limits, @. LENGTH OF STAY IN 1b €. CITY OR TOWN [if outside corporate limits, write RURAL and give nearest lown) 
5s 8 Ruste ee! apggie pesje town) 
aie: ur a ry Years | x Mount Airy 
ao FY d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Ba2a Route 2 vA Laan 
Bsge : %.2 _ Route 2 a9 fits NOE] 
2eee 3. NAME OF ~ First Middle > Last 4. DATE ~ Month Day Year 
S2te eee re 
EOge Lori Josephine Manning L 19 
$a%s - SEX 6. COLOR OR RACE) 7. MARRIED [CINE Ver MARRIEDE ] | 8. DATE OF BIRTH AGE eo years |IFUNDER1 YEAR| IF UNDER 24 HRS._ 
Su a July 18 1926 ie [Months| Days | Hours | Min. 
eBES female white wipowe [] __ivorce [] 7" 
= aw? a Da, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (State or foreign sountry} 12. CITIZEN OF WHAT COUNTRY? 
ed done during "ie of wees in if retired) Deke 
Secy ones Tenn. 
= es & 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Sea é William Manning Mattie Gibsen 
ea 
= o 5 1S, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
Siete 
3 3 
oO a 
«x 
o 


PART I, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE __ Status epilepticus = 


DUE TO 
Conditions, if sny, which (by - 2." = 
gave rise to Immediate cause 

DUE TO 


{2}, steting the underlying 
anuse test, (0). 


“pending” in pencil in Item 18. 


@ Chief Medical Examiner’s Office alon: 


8 

8 
S§o= 
Boze 
3 3 
7 a 
2 8 
3s 
y vu 
= 3 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile)) 19. WAS AUTOPSY 
ears = a ho ERFORM| 
285es 5 yes [] No 
=e S55 & [20e. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part f or Part Il of item 18.) 
weses & | PRIMARY () or CONTRIBUTING [7 
Hoos S| CAUSE OF DEATH. 
ge205 3 | 0c. TIME OF INJURY Month, Dey, Year) 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
5 5U BS FA Hote lees, While __ Not While factory, street, office bldg., ete.) 
Hofa8 2 ate Td jet work [_] et work i 
u g20°* 21, I certify that | took Salto of the remains described above, held an Autopsy ea} Inspection [E Inquiry jay and in my opinion 

band . 
is} 320% death resulted from: /. ‘Natural causes Accident [], Suicide (iF Homicide If Undetermined manner oO 
Ac ey ~ CHIEF MEDICAL EXAMINER [| 
H=EAa ae 
ACTUAL mI DATE SIGNED 
= 283% Berane OA cp, ASSISTANT MEDICAL EXAMINER 
Bes é fe ae DEPUTY MEDICAL EXAMINER [_] 3-20-6) 
Poy ps Os NAME (Type) Rudiger Breiteneck er Address (Street, elty, town, or county) 
a 2 = 220. BURIAL, CREMATION,| 22b. DATE THEREOF Tie. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (state) 
“« RE ify) 
oaoF BAG” | Mareh 22 1961, Sirk Cemetery Lisbon bei 
23. FUNERAL DIRECTOR ‘ADDRESS: Z4u. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


Franeis H. Barber Laytensville, Ma 


s 
6 
= 
5 


; 6, 
Bsr 
ze 
= 
a 
ety 
Ba 
0 
o2 
a eS 
BS 
fo 
TE 
es 
Os 
ae 
En 
Oo 
2 
aa 
oe 
aw 
a) 
a 
2 
a 
2 


and in any event within 72 hours after deat! 


I in Item 18. Give Pages 1, 2, and 3 to the fi 


“5 Office along with form PM3. 


in penci 
urial-transit permit. Fi 


ficate should be executed within 24 hours after death, If any! 
ng” 


ted agent, prior to burial, cremation, or removal, 


its designal 


ld be forwarded to the Chief Medical Examiner 


TO FUNERAL DIRECTOR: Page 3 should be used as a bi 


lease execute the certificate, writing the word “pendi 


4 shoul 
Health or 


pl 


TO DEPUTY S.... EXAMINER: This certifi 


YR AISME 
5M 1/62 


‘ 
OA 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


MAR iS TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 
Jv 


MAINER’S CERTIFICATE OF DEATH 


MEDICAL EXA 


ic) 


1. PLACE OF DEATH 


“|| 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission] 


* COUNTY 2. STATE b. COUNTY 
Carroll MARYLAND Maryland : Carroll a =e 
b. CITY OR Ba lif outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give neeres! town) 
write RURAL and give neerest town) oP 
5 ppro: 6 hpurs 
Pie Sykesville Approxe 3 i a” ( Westminster _ eet 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress} d. STREET ADDRESS . 1S RESIDENCE 
‘ ON A FARM? 
me Springfield State Hospital = __ 278 E, Green Street __| vs] NO Bet 
3. N. EOF First Middle Last 4. DATE Month Dey Year 
DECEASED | oF 
{Type or print) s DEATH 
ee ___ Edw Earl Martin Roe! 11 __19 6 
3. SEX 6, COLOR OR RACE| 7, MARRIED §€] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeers [IF UNDERT YEAR| IF UNDER 24 HRS._ 
US bithdey] [Months] Oeys | Hours | Min. 
white winoweo [] —pvorcen [| 5-15-98 yrs. 


. USUAL OCCUPATION (Give kind of work 
dpe during mos! of working life, even if retired) 


Carpenter 


13. FATHER’S NAME 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 
{Yes, no, or unkown) | (Ifyesgive werordatesofservice) 


_No 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)__ 


fe), steting the underlying 


cause lest. (el 


10b. KIND OF BUSINESS OR INDUSTRY 


16, SOCIAL SECURIT 
O7- 7209 
1B. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).] 


Acute and Chronic Myocardial Infarction 


— 


M1. BIRTHPLACE (Siete or foreign country) 
| 


| Maryland 


14. MOTHER'S MAIDEN NAME 


Virginia Mordock 


NO./.17, INFORMANT 


Hospital records 


12, CITIZEN OF WHAT COUNTRY? 


USA 


Address 


“) INTERVAL BETWEEN 


Piiasved “and 


R / DUE TO 4 years 
ae te Oe Severe Coronary Arteriosclerosis : ow 
geve rise to immediete ceuse BOTS 


death resulted from: 


ACTUAL bw 
SIGNATUR! ne 


EXAMINER'S 
i 


NAME (7; W. Glenn Spei 
122e. BURIAL, CREMATION 


ey DATE THEREOF 
REMOVA) (Specify) 3/1: p 
MMS SLE JAG 
Mp 


Natural causes kk). 


21. I certify that | took charge of the remains described al 


Accident 


z ART Il. QTHER, IGNIFICANT CONTI ITIONS CONTRIBUTING TO, DEATH BUT NOT RELATED JO THE TERMINAL ie CQNDITION GIVEN IN PART aT 1) 19. WAS AUTOPSY 
iS Chronic ain syndrome assoc: WL cerebr. arteriosclerosis ee mM vo 
< : Nt 
S|_witho t_qualifyin, phras Su iene ial 
= 20a. ear CAUSE WA‘ Bo - AARP iow INJURY OCCURED, (Enter nature of injury in Pert | or Part Il of item 1B.) 

2 | PRIMARY [) or CONTRIBUTING [) ‘| 

G | CAUSE OF DEATH. | = 

m an te : % ge elses ape Me 
bj 20. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm, 20f. (City or town} (County) (Stale) 

= fete ae: ire While Not While fectory, street, office bldg., etc.) | 

a eeeeane AS et work [espe et work -_- \ -- 


bove, held an Autopsy , 


DA Suicide [7], 


Inspection 


Homicide [_], 


CHIEF MEDICAL EXAMINER 


and in my opinion 


me Inquiry ia 


Undetermined manner [—] 


ASSISTANT MEDICAL EXAMINER 


M.D. 
DEPUTY MEDICAL EXAMINER 


DATE yet 4 


Address (Street, cif 


22c, 


WESTHISTER CEM, 


ADDRESS 


ee 


1 (City, town, or country) (State) 


WES THIS TER 


AP: 
24e. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


CEMETERY OR CREMATORY 


oare MAR 13 1964 fp Lerrkts Jeedgee 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


___,VSES9 _ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 3149 


1, PLACE OF DEATH 


BS | 


FOR STATE 
HEALTH DEPT. 


2, USUAL RESIDENCE (Where deceesed lived, f inaiitution: Residence before edinission). 
"A 


23.3 e. COUNTY ¢. STATE b. COUNTY 
B23. Carroll _ _MARYLAND Jand_ __ Baltimore City 
$CzE b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b €. CITY'OR TOWN {If outside corporele limits, write RURAL and give neeres! lows) 
@ 
Se write and give neerest town 
SESE 3 ars 4 ) | 
eeShe Sykesville lmo. 12 days | Baltimore : Bb LG 
5 08 d. NAME OF HOSPITAL OR FNSTITUTION (if no! in hospilel, give sire! address) d. STREET ADDRESS @. IS RESIDENCE 
BLau [y ON A FARM? 
@ Springfield State Hospital 810 N. Bentalou St. eto] 
22 Bae 2: 3 be atte First Middle Lest 4, DATE Month Dey Yeer . 
gn o5 o OF 
22o - 
=stf25 (Type or print) DEATH 
Boe a VIVIAN ANN m2 March 119 6h 
3 EN 5. SEX $, COLOR OR RACE|7, warnieD [] ve MARRIED 8. DATE OF @IRTH 9. AGE (In yeors /IF UNDER 1 YEAR| fF UNDER 24 HRS. 
speey SPs, hast birthdey) ol Deys | Hours | Min. 
Sars | Female Negro wipowen |} ceo [] 12-3-2 1 2a) saa 
Sq oes Oe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY ) 11. BIRTHPLACE (Stele or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
22 os 3 lone during most of working life, even if retired) 
2 — 
23¢ 35 Mid eS Pennsylvania USeiG. 
zee a 5 13, FATHER'S NAME , 14. MOTHER'S MAIDEN NAME . 
Nea F> 
ceelk Benjamin Friend Katherine Friend 
aan, es 1S, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ie Address ar , 
gale (Yes, no, or unkown) | (Ifyetgiveworordetesotservice) 
peice Y Springfield State Hospital 
RESes No Unk. | Records, Springfie e 1) 
Hy 55 i Pole 
s2Fa_. 18. CAUSE OF DEATH [Enier only one couse por line for (e), (b), end (c).] "| INTERVAL BETWEEN 
Se ens Li al vity d ti ONSET AND DEATH 
Rises PARTI. DEATH WAS caUsep ey, Acute empyema of right pleural cavity due to genus 
SZSSE IMMEDIATE CAUSE (e)__ wee _ 
B35 ®S6 ist organisms 
eases dnged DUE TO 
woZes OK! 
Epatol- as Conditions, if eny, which ) Perforated pulmonary abscess Weeks 
Gon a9 geve rise to immediate couse 
o£ Ska (a), steting the underlying a 
25888 poderixios 
BS couse lest. 
ZEoeERS see EE 
Sf 58 6 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
Sy4os 7/9 A ee PERFORMED? 
oeeee 2\8| Diffuse dermatitis due to undetermined cause. ves Roial 
fie oo ie) | re a = —_—- = ao 
£7555 =| 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
ae 2 22 f | PRIMARY [1] or CONTRIBUTING [J 
me SoS © | CAUSE OF DEATH. 
Pores 
eo. S ————————e — — — ne —= a = 
223 of | 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (Stete) 
3 S08. S i Whila __ No? Whil lectory, street, office bldg., etc.) | 
2 rat jour a.m. ile jo While patra; Bates 
5 ee 5 8 ae isa potions [ered 
ae £05 21. I certify that | took charge of the remains described above, held an Autopsy §<|. Inspection [ok Inquiry Oo and in my opinion 
Binticns death resulted from: Natural causes [Xi], Accidept ["], Suicide [7], Homicide [7] Undetermined manner [_] 
= OCW Ee 
ofho CHIEF MEDICAL EXAMINER [_] 
ee 8 
@ 2 5 AS py ee STANT MEDICAL EXAMINER [_] Be er a 
i = 
are q = DEPUTY MEDICAL EXAMINER 
Xp s pil EXAMINER'S 1 hi 16D x 135 Ee we 
BOSE. NAME (Type) W/Glenn Speicher /M.D. Address (Sireet, city, ows, o <ount) Wegtmins ter Carroll 
Asses 2 ,] 22b. DATE THEREOF 22¢, NAME OF CEMETERY OR CREMATORY [22 | LOCATION (Cl, town, or country) 2 (Stet z 
i cpm) 3 Lwoh 
gaxor leet AA Fak Co, “ heat ' 


24e. ucts REGISTRAR | Z4B. REGISTRA 


sw MARE 0 1064? 


MAR 2.0 1964 dag 


’S SIGNATURE 


WR AISME 
5M 1f62 


DDRES: 
es. oe nf, 


& 
t 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “tole 0 


ae 03150 CERTIFICATE OF DEATH 
ais M 1. PLACE OF DEATH = 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 
2 e. COUNTY @. STATE b. COUNTY f 
eke Carroll MARYLAND Maryland Baltimore City 
[Rs b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporate limits, write RURAL and give neares! town) 
Bas write RURAL and give naarest town) aS e 3 
=s—5 Sykesville 6_yrs./7 mos. Baltimore be x 3 
4. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS ys Da 5 
3 |__ Springfield State Hospital _ 16116 Gorsuch Avenne_ : Ba CoH" 
ei bl Gast First Mi \ 4. eg ‘Month Dey = Yer am 
~ 
: Myeocreim) MARY «CATHERINE _MC_NICHOLAS ‘oh /s eb) veata March 1, 19 64 
. SEX ")6. COLOR OR RACE] 7, maRRIED [NEVER MARRIED [] | 8 DATE OF BIRTH 9. ear IF UNDER 4 YEAR| IF UNDER 24 HRS. 
jonths| De: 
Female | White wivoweo#®] —ivorceo [] fay J “ELT gens es Hip WE ig 


12. CITIZEN OF WHAT COUNTRY? 


USP 


done during most of,ws pking ife, even if retired: 
jousewis h TCS y | Ireland 


1a. USUAL OCCUPATION (Give kind of Se 10b. KIND OF BUSINESS OR INDUSTRY | 11. Bi! FHPLAgE (County & Stete, or 2%: country) 


13. FATHER’S NAME 


Patrick Gillen 


14. MOTHER'S MAIDEN NAME 


Mary McHale 


Then please remove carbon papers. Pages 


The law requires that the death certificate be executed within 24 hours after 


fe has been signed by the attending physician and completely filled i 


22c, PHYSICIAN'S 
NAME (es)' -Aatondus Glan Ds. 


‘23e. BURIAL, Bough | 23b. Dy als/ee | a NAME OF CEMETERY OR CREMATORY ae LOCATION ‘civ, town or county) {Stete) 


Zid. ADDRESS Springfield grate ‘Hospital — 


Rei val tsp | C4 Wiser rw] the Srof Ce eve, Le ZA 
24 ee piestoy's Spel x So ene ey ont LEAL, cig ‘en igea recta 
NK £. F077 _fpye. 


s 
> 
o 
> 
FS 
5 
£ 
od 
o 
Deak 45. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
S (Yes, no, or unkown) | (Hyesgivewerordetesofservice) 
2°38 No) = | os, Records, Springfield State H epee S 
¢ = © 18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).] —>- = “TINTERVAL BETWEEN 
Boss PART |, DEATH WAS CAUSED BY, CHEE, ANOIEES IA! 
Syes IMMEDIATE CAUSE (a)_Gastro~intestinal hemorrhage. days i. 
E = ) , 
aa aes FAR,| DUE TO 
a a : s 2 s 
Zeke Conditions, if eny, which w_Arteriosclerotic cardio-vascular disease. |_ years _ 
£365 geve rise to immediete couse a = . 
275 (a), stating the underlying DUE TO 
ghee couse lest. (e) 
“3 5 BTL Le = iS a |p 
tI Seta z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
mn al = = PERFORMED? 
Zeee5 “15| CBS assoc. with alcohol intoxication with psy i 4 ESE 
pe § Fe F | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter neture of injury in Pert | or Pert Il of item 18.) 
mound & | OF CONTRIBUTING L] CAUSE OF DEATH 
aters & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Urses | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, fi m, | 208. (City or town) (County) (Stete) 
BU syt y, 
Rye as 5 Hour ¢.m. While __Not While fectory, street, office bldg., etc.) | 
Beso 2 ie 19 et work [at work [] 
ReOss 21. | certify that (I) (this hospital) attended the deceased from..... QUO. Lessee % pate. Sas /6),...... aie: s, that (1) (we) last 
<3 SRS 2 saw the deceased alive on.....3; & 19 , and that death occurred at. hye Q. aot fhe causes nite on the date stated above. 
6 Se2s Qe. soar E es 5 os ‘ eae 22b. FA 
& ja 4 ATTENI MED. 
a a0 = ap , WOU And PHYS. [J] birector [_} PHYS. —{] 3/1/64, 
Seog ac < = 
HO as 
a FI ae 
2532 
Tigh oe 
ovonwsd 
mn Oe 


25a. Ri 


VR AIS (4).) 


DATE 
20M S-63 


Vil Same 


. Uy 24 hours atter NS 


that the death certificate be execute: 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


be retained by the hospital or attending physician. 


death. Page 4% 


TO nos ATTENDING PHYSICIAN: The law requi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


318i CERTIFICATE OF DEATH 0315] 


1, PLACE OF DEATH c 2, USUAL RESIDENCE (Where docoesed lived, W institution, Residence before edmission] 
SCOUT: o, STATE b. COUNTY 


as RSH ELENE. 4 “ 
b, CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (1) 
write RURAL end give neorest tow, 


Le 2 L2| § Ylar—_ |X Zak 
d. NAME OF HOSPITAL ORANSTITUTION (if not in hospitel, gi¥f street eddress) , 9. STREET ADDRESS 
. 4 - ON A FARM? 
Kae Pitre ves (] No 


3. NAME OF First 4. DATE ‘Menth Be Yeer 


aan 1R A MEL ViA/ eee | Beara Ol ARC a 3/ : 19 


5. SEX 6. COLOR~OR RACE 7 9. AGE (In years | IF IF UNDED UNDER 24 HRS. 


Min. 
wivoweo (E}~ —vivorcep ["] | 
TOb. KIND OF BUSINESS OR INDI 


a! 


uld 


uutside corporete limits, write RURAL end give nearest town) 


MEH 2- 


] ©. 1S RESIDENCE 


ithin 72 hours after di 


I, and in any event, wi 


last bi ng 
BIRTHPLACE (County & Stete, or ‘% fan ay ~ 12, CITIZEN OF WHAT COUNTRY? 


“yp bleak fora, U'SQ. 


10a, USUAL OCCUPATION (Give kind of work 
done during most of working life, even it gatired) 


pe Ophelia 


yn 


13.” FATHER’S NAME 


15." WAS DECEAS| VER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. mink ig J A 
(Yes, no, of unkot | Prsorecerneon 

= 67-09-f/93 71Mo: 5 / 

18. CAUSE OF DEATH [Enter only one cause per line for (&, (b), end (e}.| Bsns Ber at 
PART I. DEATH WAS CAUSED BY; a a > - ‘a 
yao CAUSE toyz C SP ere er : Of Lft0 S707 [TZ ra ee 
4 7 DUE T! 
o ~ . cl = * 

Conditions, if any, which < Co Ba CESTTL € KE. x27 -47 CULE ( 8/425 2= 
geve rise to immediete couse 


(e}, stating the un 
couse lest. te) 


it permit. Then please remove carbon papers. Pages 1 and 2 


lion, or removal 


|, cremati 


DUE TO 


19.6 4. and that deaih occurred all S% M, sia the causes and on the date stated above. 


IBLE FE; 


saw the deceased alive on 


1] 

= ~— — ss 

a z PART li, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
a a Ti PERFORMED? 

2 

= 5 ves [J] no (] 

2 & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert I or Pert Il ol item 18.) a 

a & | on CONTRIBUTING [] CAUSE OF DEATH 

a & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

6 = a —— at = = = a — 

3 a 20c. TIME OF INJURY Month, Dey, Year 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stete) 

a = ieee em, While Not While | fectory, street, office bldg., ste.) | 

ro 3 Send 19 atwork [] et work [J | ; 

é 2. | certify that (I) (this_hospitel)- atiended the deceased from... FALsae. Ra 19. Ge 10... LL A.B. L196 that (I) (we) last 

+ 

p 

a 

° 

= 


22a. 22a. SIGNATURE rb, DATE 
i loam q. Mtx,7; Tw, | AE a Boe Co BE 3/5 hem 


director, page 3 should be detached for use as the burial-trai 


beat i /22c. PHYSICIAN'S — Wr ADDRESS. 
- a  wyLesnm L« STEWORT IF aioe LD NETUNTEL YD, 
2 23e. BURIAL, CREMATION, /. D TE THEREOF 23¢. NAME OF CEMETERY OR, CREMATORY rh 730. LOCATION (City, town or county) seal 
OVAL | eet Z 
8 dfs Jes foe 
VR AIS (4) i 24 FUNERAL pete Su ous | 250. REZ'D BY aces EGISTRAR’ SIGNATURE 
15M 7-62 ovis ** ¢. tee | arth R 1 1964 feeb Dinars 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03162 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 03 152 


1 


STATE 


S 
tad 


HEALTH DEPT. |Sstace or penta re J] 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
285 a. COUNTY a, STATE b. COUNTY 

R23 _, neta. EPEC) Maryland = Carroll = 
rg b. CITY OR tis (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outsida corporale limits, write RURAL and giva naarest town) 

3s write RURAL and give nearest town) 

ic 4 5 

ae estminster  _ NX Westminster RD #2 eee 
ae d, NAME OF HOSPITAL OR INSTITUTION {it not in hospital, give sireel address) ] 4. STREET ADDRESS . 1S RESIDENCE 

y ON A FARM? 


7 


"s Office along with form PM3. Page 5 may be retained for your files. 


/ arroll County General Hospital -D 0 ves ora 


First lest a aoe Month Dey Yeer 


DECEASED 
| "reerrrn) STERLING AUGUSTUS ____ MILLER a ee DEATH March 18 , 19 64 
35. SEX 6. COLOR OR RACE) 7, j4aRRiED [_] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors {IF UN DER? YEAR| _IF UNDER 24 Hi 


last birthday) 
yrs. 


Months 


‘Days 


male white wivowe &] __vvorceo Oct. 22, 1907 


USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) | 
butcher meat packers Carroll County, Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Franklin Miller Bertie Robertson 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive warordetesofservi 


217-28-6930 Ruth A. 


1B. CAUSE OF DEATH [E Tenter ‘only ‘one causa per line for (a), (b), end (c).} < 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) et ee 


= 
@ 
s 
5 
a 
s 
a 
s 
£ 
a 
o 
3 
= 
3 
N 
vu 
= 
5 
3 
3 
oO 
3 
a 
2 


Item 18. Give Pages 1, 2, and 3 to the 


same 


reitt) | Sy, Sue ECON 


in 


cremation, or removal, and in any event within 72 hours after de; 


a 
© 
£ 
6 
o 
So] 
ti 
= 
“e 
e 
3 
2 
= 
x 
a 
= 
3 
3 
3 
g 
o 
© 
2 
ae 
el 
3 
ac 
a 
~ 
5 
a 
= 
s 
S 
oa 
cS 
= 
a 
wy 
a 
E 
Fal 
by 
J 
4 
UU 
™ 


4 
o 
a 
3 
Zale 
Ga 8 
sor a) 
asa y x DUE TO 
2 i 
“6a > Conditions, if any, which (b) > fe. 
San a geve rise to immediete ceuse Se 
£52 (e), steting the underlying ( DUETO 
SES B 2 
P93 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEN IN PART Niel) 19. WAS AUTOPSY 
pies O18 So a PERFORMED? 
size {8 a et ee, saa 
oge © [20s. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part | or Pert Il of item 18.) 
£222 & | PRIMARY [1] or CONTRIBUTING [] 
a As 5 G | CAUSE OF DEATH. | 
ceo eg 1 eer et oi eS 2 = 
Seo6 | 20e. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County} (Stete) 
Ee) fe g oir ema While __Not While | fectory, street, office bldg., etc.) | 
ae 5 Z Se 19 et work [] et work [_] | 1 
Stu ok inspection PR} Inauiry [} end in my opinion Fi 
& 205 21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection JX], Inquiry [and in my opinion 
= iy 4 ake om ; 
5205 death resulted from: , Natural causes IX ident [], Suicide [[], Homicide [7], Undetermined manner [7] 
& 
o ae 3 CHIEF MEDICAL EXAMINER 
wea) 
s., 0 ACTUAL Peeset oT ATL MEDICAL EXAMINER DATE S1G D 
Somat SIGNATURE 18-6 
(3 gon 5 aa ” DEPUTY MEDICAL EXAMINER JQ] 
5 xp 5 2, EXAMINER'S 
Boao | NAME (Type) / = Address (Street, city, town, or county) 
a Pes = S 22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) {Siete) 
iC REMOYAL (Specify) 
Qavor 5 
ae burial 3/21/64 Meadow Beanch _ Westminster RD 
. UNERAL DIRECTOR ADDRESS, 2de. REC'D BY REGISTRAR | 24b. Cees N. ae 
R AISME 
ah ptr ip Metta JPA cw MAR 23 1964" coat = 


VR AIS (4) 
2DM S-63 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| . 03163 CERTIFICATE OF DEATH 


ced 


Ba fs 2 i 5 2 
G2) a i = 
52 ¥ ||. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residencb-bsfork~admission) 
. eo hone @. STATE b. COUNTY 
£5 7: arroll . MARYLAND Maryland 2 a 
ss b. CITY OR TOWN {if outside corporate limits, e. LENGTH OF STAY IN Ib ©. CITY OR TOWN {if outside corporeta limits, writa RURAL und give nesrest town) 
a % write RURAL and give neerest town) { 
£48] (Rural) Sykesville _ ly Om 20d Baltimore, 1) Vas ae ae 
2 o “ d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give streat address) d. STREET ADDRESS e. IS RESIDENCE 
Sloss ‘ON A FARM? 
S58 Springfield State Hospital a __3101_ Bayonne Ave, Ses EWNOnSS 
Bag 3. NAME OF First Middle a lat 4. DATE = Month Dey ce 
¢ a a pe tak Nate OF 
bes ype er print) James Albert Moore Cee ely = 10 we ie 
at 5B. SEX 6. COLOR OR RACE|7, »4aRRIED fe] NEVER MARRIED [-] | 5- DATE OF BIRTH 9. AGE (In yoors |IF UNDER YEAR| IF UNDER 24 HRS. 
Su lest birthday) |"Months| Days | Hours | Min. 
on male white wipowed [~]__bivorced (] 7=-14~1896 ys. | ites | 
3 3 De. USUAL OCCUPATION (Give kind of work IDb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 done during most of, working life, even if retirad) is < 
3 Burner Serviceman —- el Employ: id Maryland USA . 
4 “fee AME 14, MOTHER'S MAIDEN NAME 
3 an Le 4 
S ‘Augustus Moore Mary Apple 
o 1S, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMA) a Addi 7 
i (Yes, no, or unkown) | (lfyesgive warordetesofservice) ies e P. ° Moone i 


unknown 218-32-2772 


] 18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), and (1 


INTERVAL BETWEEN 


Hospi Records 3/0/ Bayonne. Ave. 


Nec sD CR 19.6)... and that death occurred at2eLOPlBm the causes and on the date stated above. 
22b. DATE 


he SS ke ae 
22d, ADDRESS 
Myron Nizabkowsky, M.D. Springfield State Hospital 


saw the deceased alive 


22c, PHYSICIAN'S 
NAME (Typ 


23b. DATE THEREOF 


23a. BURIAL, CREMATION, lc. ME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town or county) {Stete) 
aipp iy bicwa /13/6 Drikinen Wallh Nem. Gardens ; Balto. Mid. 
268 3 4 rae é 250, REC'D BY REGISTRAR | 25b, REGISTRARS SIGIYATUR| poe 
vee MAR 13 04 Via) wd 


“Leonard J. Ruck, Inc., Balto, 14, Md. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ai 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


¢ 

£ ‘ONSET AND DEATH 
a PART |. DEATH WAS CAUSED BY: 

= IMMEDIATE CAUSE (e) _Bronchopneumonia OE —_¥is days 

5 Fal DUE TO 

3 Conditions, if any, which (o) Arteriosclerotic heart disease _ years 

= geve rise to immediete cause =, 7 . . , Coa 

a (0), steting the underlying f DUETO 

iy couse last. te} a :! 

4 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART I(e)| 19. WAS AUTOPSY 
gs()|z| Chronic brain syndrome with cerebral arteriosclerosis with psychotic |... ]°no g 
BLOC 1s : 

5 = | oe REGEN eanoeLVNG [| aon, DESCHOE HOW NUURY OCCURRED. Ener vata of injury i Pa or Poa lof em 18) 

oe & ‘OR CONTRIBUTING [] CAUSE OF DEATH 

2 & | (F EITHER, NOTIFY MEDICAL EXAMINER)| =m 

o x 2De, TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 20f. (City ortown) (County) ~~ (Stele) 
3 a Hour om. While Not While __lactory, strect, offies bldg., ste) | ae 

5 g a 19 ot work} at work [_] | 

= 21. 1 certify that QE (this hospital) attended the deceased from......2=20.. , 1963., to 19.6)4 that $0 (we) last 
3 

2 

& 

Le) 

o 

a 

a 

S 

o 

mo 


1 ~ (MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

+e 03184 CERTIFICATE OF DEATH 03154 

ivi ) i, PLACE OF DEATH 2, USUAL RESIDENCE [Where deccesed lived, If insiitulion: Residence before edmission) 

de #, COUNTY, @. STATE b. COUNTY 

é£S< Carroll MARYLAND Maryland ___ Allegany Ce 
Bes b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
aes writa RURAL and give nearest town} ee 
3885 ural-Sykesville l_mo, 3 days Cumberland 0(0R - 
NS d. NAME aa HOSPITAL OR INSTITUTION [il not in hospital, give street eddress) d. STREET ADDRESS . - e. IS RESIDENCE 
Say ON A FARM? 
ui Springfield | State Hospital ||7-D Second Street ves [] NO fy 
3s aa 3. NAME OF Fiest Midde Set 4. Revd Menth ‘Dey “Yeer 
ag" ee 
See vzerodm) Leola Beall Parsons DEATH 3 19 
vee 5. SEX 6. COLOR OR RACE) 7, ARRIED fr] NEVER MARRIED B. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
8 So: . O lest birthdey) [Months] Daye [Hour |” in 
ses Female White | wow] owvorco[]| 8-13-02 61. | 


10e. USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY 
done during most of working life, even if retired) 


MI. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Housewife Own Home Maryland-Corrignasvi Li a ee 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
2 Walter D. Logsdon Bertha Fuller : : os 
2 1S. WAS DECEASED EVER ng U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
= (Yes, no, or unkown) | (Ifyesgive werordetesof service) 


None 


fo} 
“Ig. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), and (€).] 


Springfield Hospital records, Sykeswilés 6 j2-- 


‘ONSET AND DEATH 


PART DEATH MepiAte cause e_Arteriosclerotic heart disease _|Years 
: OF7 puto Severe coronary arteriosclerosis Years 
Conditions, if say, which Bilateral pulmonary artery embolism _ _|_ Minutes 
he andi outo from thrombus in right atrium of heart Years 
Rel S (e), 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(: 5 pe es 
“|§|Chronie Brain Syndrome associated with cerebral arteriosclerosis with |‘ & xe 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert I of item 18.) 


psychotic reaction 


20c. TIME OF INJURY | Month, Day, Yeer | 20d. INJURY OCCURRED ferm, | 20f, (City or town) ~ (County) {Stete) 
While Not While 


et work [] et work [] 


Hour a.m. 


MEDICAL CERTIFICATION 


9 


19...Alythat 00 (we) last 


saw the deceased alive oi 8 causes and on the date slaled above. 


led with the State Dept. of Health prior to burial, cremation, or removal, ani 


22e. SIGNATURE Q ae 2 7b. DATE 
Lue we GS ay Mp. | PHYS. Gd olrector [] mS O) March_ Ulin 196) 
22e. PHYSICIAN’ 22d. ADDRESS field St. 
; ee : pringfie ate Hospital 
/ Me ig ig drribee, WD | ee se 
23e. BURIAL, CREMATION, | 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (civ, town or county) ~ Stata) 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-transit permit. 


a ous ‘AL {Specify} z 
al” Mar.20,3964| Sunset Memorial Park | Cumberland, Md. 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS: 25a. REC'D BY ne 164 meaty Se Spee ic 
ee) . James F. Scarpelli, Cumberland, Mg. oar MAR 20 vo 
20M 5-63 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR 


24 FUNERAL) DIRECTOR'S SIGN. JRE ADDRESS 
Seu ay PA Westernport, Md. 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
Oneed fe QF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


s2 CERTIFICATE OF DEATH 0: 3155 
a, wt 
S. |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admi: 
rat hae a. COUNTY e. STATE b, COUNTY 
205. Carroll =% MARYLAND Maryland —s ss A Lega any. County _ 
aa S50 b, city OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporata limits, write RURAL ‘an giva nearest ey 
<- 53 write RURAL and give nearest town) 5 M w t t 
= ne ville Onl. esternpor - x 
3 ca i A d. NAME OF Fost ‘AL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS. e. IS RESIDENCE 
Ea §/ ON A FARM? 
3*2 Is field State Hospital _ Route #1 ves [1] Nott 
35 Spring : ee = rand > 
a aN 3. italy Seas First Middle Last 4, DATE Month Day Year 
OF 
5 es pins ADA CATHERINE PECK _ DEATH = March 26, 19 64 
23s 5. SEX 6. COLOR OR RACE|7_ aRRIED [_] NEVER MARRIED [] | 8 DATE OF BIRTH 9. ReMi iF ONDE tad TF UNDER 24 HRS. 
s Mont He Min. 
Female White | wows vivorced [] | 10-14-84 BEL ee | a | 


TO. USUAL OCCUPATION (Giva kind of work 
done during most of working life, even if retired) 


Unknown 
13. FATHER’S NAME 


William Keller 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 


JOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


- | Hardy Co., W. ieeatel! _U.S.Ae 


14. MOTHER’S MAIDEN NAME 


Miranda Stewart 


2. 1 certify that }) (this ware attended the deceased from. th eee i, 19.....2, that XY) (we) last 
saw the deceased alive on. , and that dealh occurred a: AM, from the causes ase on the bbe slated above. 


ee Lf f TTENDING MED. STAFF 72. BONED 
A : 
mo. | PHYS. [[]_ birecTror ["] PHYS. 3/26/64 
We. PH way 22d. ADDRESS Ma. 


NAME, [Typg) 


emiha Gokturk, M.D. 


— 


16. SOCIAL SECURITY NO.| 17, INFORMANT Address 

(Yas, no, or unkown) | (Ifyesgive warordatesofservice) 
te No - Unknown Springfield Hospital Records, Sykesville,Md 
is 1B. CAUSE OF DEATH [Enier only one cause por line for (8), (b), and (c).] _ —_ a 7 a Mh anid 
w Es. TH 
iH PART |, DEATH WAS causto by. Acute pulmonary artery embolism arising from veins| ‘ 
oq ; puro in myoma in uterus Moments 
Q ; 
3 CatahlorvE Ng, ies w_Arteriosclerotic heart disease __ | Syears 
o gave rise to immediate cause 
3 (a). stating the underlying ( VETO Fracture of the petrous portion of the right days 
5 cause last. _temporal bone _with hemorrhage into middle ‘and immer eare : 
a 3 PART IJ. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Pee 
g .J3| Chroni¢ brain syndrome associated with senile brain disease with | vs no [J 
2 poy) eames Rural = es ey No 
a 5 Zoe, Aceipat wat GHDERLYING (1. [ 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part or Part Il of tem 16.) 
= © | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 3 | 20. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home m, | 201, (City or town) (County) State) 
3 ray Hour a.m, While __ Not While factory, street, office bldg., ete.) | 
a z Bit 19 at work [] at work [_] I 
3 
3 
> 
3 
€ 
~~ 
2 
a 
a. 
< 
3 
vo 


director, page 3 should be detached for use as the burial-transit permit. Then please remove car! 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ani 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ¢! 


23a. BURIAL, Soderuest 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Tener lown or Recah (Store) 
te) ci 
Brier 3/30/64 Philos Heatemport Md. 


SAID ge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, COTE. 


03166 CERTIFICATE OF DEATH 


saw the deceased alive on.. 3-18 
22e. SIGNAT! 22b. DATE 


2. Me. <= 2 (MG Bee OE ae 


22c, PHYSICIAN'S 
NAME (Typa) 


9. bh, and that death occurred ails 252 from the causes and on the date stated above. 


22d, ADDRESS 


Deri itppie. My Springfield State Hospital _ 


“ieie BURIAL, Soc) | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 


YA Speci) | MARCH 20,19 MT. VIEW CEMETERY 


DIRECTOR’ }GNATURE, — ADDRESS 
Pee, HAGERSTOWN, MARYLAND 


23d, LOCATION (City, town or county} (Stete) 


SHARPSBURG, MARYLAND 


cme MAR 23 1084 OrOrtte Pipe 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior te burial, 


5 
5 . —. 
a 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
= A\ \ | |e. county e, STATE b. COUNTY i 
3 Yt] Carroll MARYLAND || _ Maryland _W gton 
ed "2. 8 rs b. CITY OR TOWN (if outside corporeta limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outsida corporete limits, write RURAL end glve neerest town) 
ne suf write RURAL and give naarest town) A 
I bl rural) Sykesville 13y 2m 27d ,Hagerstowm —_ 2. 
3 2 = = A 
= Fel oO d. NAME OF ToEat OR INSTITUTION (if not in hospitel, give street eddress) |. STREET ADDRESS e PEAS 
ry ow A FAI 
ES Sess 
= se! lepgibeinefield State Hospital __ 129_Alexander St. = EN 
2 a4 on 3. NAME OF First Lest 4. aad Dey Year 
5 2an DECEASED 
¢ £4. Aijes stissint Samuel ee Reel BERTH 8 18 1964 
fe rm 5. SEX | 6. COLOR OR RACE|7. marRiED [DNever Marie [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER T YEAR| IF UNDER 24 HRS. 
a 225, | 2 CH eh Rage (cera) eam 
2 882 Male White wipowep [] DIVORCED h-16-03 0 yrs. 
$ a g g jo. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= Bee done during most of working life, even if retired) 
= s 
§ Se Laborer --= _ | Maryland | U.S.A 
ing 5 Sec 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= . oo 
o co 
$ 328 Franklin Reel Anna Barber Gray _ bk eo = 
o @ 5 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
eee (Yas, no, of unkown} | (Ifyesgivewerordetesofservice) 
s 2 8 no | unknown Hospital Records _ 
£ ELE <= rs — = ead Ta SE. = ae ae ee eed 
oe -i—% o 18. CAUSE OF DEATH jEnter only one ceuse per line for (e), (b), and (c}.) INTERVAL BETWEEN 
iy 3 3 E 6 PART |. DEATH WAS CAUSED BY; CHES AH DERI 
Saya “, IMMEDIATE CAUSE (a) __sArtertosclerotic Heart Disease 2-79 ~ _» | "yearns: 
FT. = 
Sa a2s f f DUE TO 
a oo 8 Chie : : 
z2c88 Conditions, if any, which w_ Generalized arteriosclerosis | years 
Ts na 5 gave rise to immediete ceuse 
= bs » steting the underlying (ge Be 
ore couse lost OTS X (e) 
ae £5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ife) 19. RO enon 
as g PA > eat 
6 3 Psychosis with syphilitic meningo-encephalitis __{ves []_ no fe] 
we = 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter neture of injury in Pert | or Pert Il of item 18.) 
mo fg | OR CONTRIBUTING [] CAUSE OF DEATH 
at © (IF EITHER, NOTIFY MEDICAL EXAMINER) ay 
OF < 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) = (State) 
z g i | 
By FA fig acns While __ Not While fectory, street, office bidg., etc.) | 
2 2 EY p.m— 19 lat work et work - | - 
= ee 
I 3 2h. + certify that ()) (this hospital) attended the deceased from 1 2=21. a WAM, to....... OO ae :, that Gf) (we) last 
Ce.) 
a> 
Og 
a + 
o 
Bo 
ae 
an 
Qe 
m3 
fo) aol 
Lad 


TO FUNERAL DIRECTOR: After this certificate has been si 


ve ats (4) \) 
20M 5-63 


er death. Page 4 
— 


g 


After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 
Pages 1 and 2 should be filed with 


Then please remave carban papers. 


-transit permit. 


The law requires that the death certificate be executed within 24 hoy 
the State Board af Health priar ta burial, cremation, ar removal, and in any event, within 72 haurs after death. 


e haspital or attending physician. 


3 
5 
3 
4 eo 
<x = 
Bi - 
Zsbs 
area 
2 2 
< a 
5 = 
Bee ce 8 
eo 
Go 
xpeo 
9car 
apc 
Sege 
Papa 
322% 
= ifraghn 
oAcor™ 
- 
VR AIS (4) 
1SM 9/59 


" MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


03167 CERTIFICATE OF DEATH 03157 


AS ee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
oe Carroll marvano || oO STATE Maryland b.county Carroll 
b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN Tb || ¢. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town} 
RURAL ond ive neorestioyn) - 
‘ew Windsor 5 years x New Windsor 


\ 


Bean Oneay {If nat in haspital, give street address) d. STREET ADDRESS e. IS Woe 
ON A FA 
320 College Avenue 320 College Avenue ves no 
JINAME(OF| First Middle Lost 4. DATE Manth Doy Year 
{Type ar print) HATTIE BE LLE RICHARDSON death «= March Sy 19 64 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
A lost, pare Months] Doys | Hours] Min. 
Female White wiDOweD [XJ pivorceo[] | September 17, 1877 86 yrs. 


100, USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast af working life, even if retired) 
Retieed housewite None leGore, Frederick Co. Wd, U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel W, Barrick Clara Stover 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, no, oF unknewn) AMF yes. jor tr dates of service) . 
io a irs, Jane Palmer 320 College Ave, New Windsor,Md 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (6), ond (cl.] 


PART I, DEATH WAS CAUSE! = z 
IMMEDIATE CAUSE Se 2", PRY Pe, Oe dp LEA 


mo | DUE TO alas t | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if any, which b) 


gave rise ta immediate 
couse (a), stating the under- ( OUE TO 
lying couse last. © 


Hour a.m. factory, street, office bldg., plein Hl 


p.m, 


While Nat while 
lot work [[] at work 


r) ra Paar li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO.THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} | 19. Ree ee 
& = 
i yesC] Noy 
= 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part II of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
$ 20c. TIME OF INJURY Manth, Doy, Year | 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. {City or town) (County) (State) 
g 
= 


21. 1 certify that (1) (this haspital) gtten wv; A, deceased fram.___f-_. . yee 19___,ta__3 Lig (@ #19____, that (1) (we) last 
saw the deceased alive an. 3, EVIL 2 »_and that death accurred at (226 tram the causes and an the date stated abave. 
720. SIGNATUR ; 22b.DATE 

E. Rae [AREONS toro RAE Ysley 
ic. PHYSICIAN'S Zid. ADDRESS 


NAME (Type) 


Dr. M, E, Robertson tar 
‘23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar saa ea 


Frederick Memorial Park Fred M, 
ADDRESS: 2S0. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 


fe nhs feet. 


REMOVAL (Specify) 
Entom gee 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03168 CERTIFICATE OF DEATH 03158 


2 8 
ig & 1 rE GE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: "Residence elore edmission) 
g ehe/ | “Carroll * Ma * “Bal E 
3 4 y : MARYLAND Maryland Baltimore City” 
Bes b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres!town) 
Rie ee write RURAL end give neerest town) 
ce 338) Sykesville lyr -9mos .6dys Bal timore he lpener 
5 = 2 e d. NAME OF HOSPITAL OR INSTITUTION (i! not in hospitel, give street eddress} d, STREET ADDRESS. e. IS Rae 
Eas ON A FARM: 
>). 2 
yz st |__ Springfield | State Hospital _ : __||_ _ 260 Rosewood Ave. _ ves [] No Bd 
od an EER. SS Middle last 4, DATE” Month Day ~Yoor 
o Qe 
3 See iyesigernn LEAH (NMN) SANDLER one h 28 19 6 
g 3 = 5. SEX S. COLOR OR RACE|7, MARRIED [je] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. poser Ln real SUA RS. 
© § > r lonths | Deys jours in. 
$ 8 & Female wipowep[] __bivorceo [] 4-h}-1886: 77 | <= | : 
wears TOs. USUAL OCCUPATION ( Db. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stete, orloreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= RES Yn done during most of working 
o 
8 £fs Housewife Poland é U.S.A. e 
= 2 a cS FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
TR 
3 OAS 
eo zeae Piaster Anna Richter — . 
= 5 s a | 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 
me é i= 3 (Yes, no, or unkown) {lf yes give weror dates ofservice) 
a x= £ 
E£eKue 
—-c seo Sp ome rin, fie - — 
ga i rm 18, CAUSE OF DEATH [Enter only one ceuse per line lor (e), (b), and (c).) Records, Sp S: 1d State Hospi ERVAL BETWEEN 
Eom 85 PART |. DEATH WAS CAUSED BY CHS AoE A 
28a c immeDiate cause (e)_ Arteriosclerotic heart disease \ Years 
Sa5e8 we { 
ia S * DUE TO 
25836 Conditions, if eny, which (b) 
2 go5% gave rise to Immediete ceuse ¥ — = 
320% {e), steting the underlying (ALTE 
FA fs ia 23 couse last. a (e * 
Bes 8 2 ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART e)| 19. WAS Bey 
| g ee PERFORME! 
a sy as 5 Psychotic depressive reaction. Fracture of left hip. yes [] No 
ia S eee 
S = |20e. ACCIDENT WAS UNDERLYING [] 20b. ss inj i i 1B. 
ze 2 fe 5 OP CONTRIBUTING [] CAUSE OF DEATH (Ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il ol item 1B.) 
oO pres U [MIF EITHER, NOTIFY MEDICAL EXAMINER) 

B52 e — —— 
2553F & | 20c. TIME OF INJURY Month, Dey, Yeer 2Dd. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20. (City or town) (County) {Stete) 
Ry<ces uv s 1 
a2 a5 a Hour e.m. While Not While fectory, street, office bldg., etc.) 1 
as es 4 3 fe 19 et work [_] et work [_] 1 
BH oe 4 e 
ee bt tear 4 21. I certify that (I) (this hospital) attended the deceased from..... a 32! =O. +» 19.....2, that (i) (we) last 
KSOS 9 Be byt by 
a > 2s saw the-deceased alive on... I2O=OU. IY... aNd that death occurred ae bm the causes wri on the ‘date stated above. 
OfBn" Ze. SIGNATURE : 22b. DATE 
sade e m2 p Dee = et ATTENDING MED. STAFF SIGNED 
x 3 Se ; Ue ans pays. [J] pimector [] PHYS. Ki] 3=25-64 
Bee as 2c, PHYSICIAN'S 22d. ADDRESS 
ae o AvEE Wea) 7 raha nag fiche Hos ital 
92588 Antonius Gl M. D. P 

= eT  —————————— a — 
a 8 a3 Pa SEON 23b. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION ‘civ, town or Sau) (Stet 
e*ous cweeeel \-\eae oes LB 
J 


37% 7-64 


Bene DIRECTOR'S SIGNATURE ADDRESS 


Dee aor ET Mee, 


2Se. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


paTeMAR 3 


VR AIS (4) 
2DM S-63 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 RYLAND 


Wa 03169 CERTIFICATE OF DEATH 03159 


iM) 1. pie DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Rasidence belore edmission) 
re 


21. I certify that (I) (this hospital) attended the deceased from, wr 9&7, 
nanan le Bend aL, Soph 
AL.&....19@£., and that death occurred at ra 


22b, DATE 
y= ATTENDING, MED, STAFF NI 
yee ed oe Leven Zh mp. | PHYS.  [[] __iRECTor [_] PHYS. a’ 3 Teh 2 


< PHYSICIAN'S 22d, ADDRESS 
NAME (Type) 


+ 19EZ, that (1) (we) last 


saw the deceased alive on. , from the causes and on the date stated above, 


Vineent J. Froeco, JP... Me 


238. BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Specify) 


23c. NAME OF CEMETERY OR CREMATORY 


All Saints Cemetery 


23d. LOCATION (City, town or county) (Stete) 


Reisterstown, Md. 
25a, REC'D 8Y REGISTRAR 


& 
‘e 
@ a. STATE b. COUNTY. 
Sone Carroll MARYLAND Marylend Baltimore 
£ = Us = # Es — 
= ess b. CITY OR TOWN {if outside corporeta limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If oulside corporsie limits, writo RURAL and give neerest town) 
a ees } write RURAL and give nearest town) 
= peauo Westminster 3 days Reisterstown 
eee & ° d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ‘d. STREET ADDRESS. —T ~ e. IS RESIDENCE 
Ee ee! ON A FARM? 
3 38s Carroll County General Hospital 360 Main Street ves [_] No 
2 2 ae a NAME | a8 a ~~ First Middle a a aabeat 4. DATE ‘Dey Yeer A 
S Fac 7 OF 
s bse (Typa or print) Frank Savage DEATH & 19 CY 
g pee 5. SEX 6. COLOR OR RACE/7, ARRIED f&] NEVER MARRIED [] ] ® DATE OF BIRTH 9. AGE (he yours FUNDER YEAR| TF UNDER 24 HRS._ 
aSa Months] © Hi Min. 
2 cos Male White | woows[] ovoreof]|/Dec. 22, 1891 ¥ yrs. eee a | : 
plat TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= gee done during most of working life, even if retirad) 
8 £f5 Mill Worker Steal Mill Marcellus, Michigan U.S.A. 
< 23: FATHER’S NAME 14, MOTHER'S MAIDEN NAME “7 
3 BOs Fordyce Savage Margaret Shoemaker 
£ §83 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 1: SOCIAL SECURITY NO./ 17. INFORMANT Address id 
= i ‘es, no, or unl ‘Yes give w: s pf service) 
ee Ves-S76/162678/1h""\213-07-0814 Mrs.Lillian Corroum, Finksburg, Md. 
gaRer 18. GAUSE OF DEATH [Enter only one ceusa per line for (a), (b), and [e).. a ~~ | INTERVAL BETWEEN 
Sey a5 PART |. DEATH WAS CAUSED 8Y: te oe 4 Ra Zs ONSET AND DESH 
getee IMMEDIATE CAUSE (2) fev TE 1a CPA h Dy fh KAILA LYMM TES 
2ages 7 
3 ae £3 ir . DUE TO 
sos ey - , —_ om 
aes Conditions, if any, which w ARTERIOSCLEZOTIA HéaetT Disease YVEHES 
2522 gava rise to immediate couse 
—s4na (a), tteting the underlying (| DUE TO 
FA on 3 couse lest. Pi hy (0). non 
ae 840 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H[e]| 19. WAS AUTOPSY 
Geox 2 . RMED? 
ass $5 5 yes [] NO 
32% | 2] 200. ACCIDENT WAS UNDERLYIN 7 . 
; GO | 20b. DES jury i item 18, 
3 sede Sere MNG i tee eer eee CRISE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of item 18.) 
wats & | (0F EITHER, NOTIFY MEDICAL EXAMINER) 
Bee = — 
Sears & | 20. TIME OF INJURY Month, Dey, Yer) 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, | 20%. [City oF town) (County) (Stete) 
3 $3 2 Hee ai While __ Not While fectory, street, office bldg., etc.) | 
ee 9 et work [_] ot work [_] 
SORo 
Basa 
apse 
eens 
Orato 
dt o= 
Kot oc 
Ege as 
BE sy 
62528 
Teh oe 
orton 
a A 


3/11/64, 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25b,, REGISTRARS SIGHATURE 
vR as ui) “4 Owings Mills, Md. oMAR 1 1 1964 peeorta) aS 
20M S-6 = 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIvisjaw PE OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a2 CERTIFICATE OF DEATH sib 0 

o2 o 

2 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Residence before admission) 

ae oe COU 2. STATE b, COURTY 

£ Carroll MARYLAND aryland aitimore Co, 

et b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 

Py f writa RURAL end give neerest town} jas 5 

re Sykesville L vrs.a/7 mos «| Timonium ) $a Fe 

= K 2 d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d, STREET ADDRESS a , % | °. ES 

Eas, ONA 

Bub/ Springfield State Hospital = lis 20 Gerard Avenue yes [| No [3 

a aq ME First Middle last | 4. DATE Month Day Yeer 

e a a DECEASED OF 

bes aigewret eel) HOWARD DOWNS SHIPLEY DEATEE March: 295 19 64, 

2 g % 5. SEX 6 COLOR OR RACE| 7. MARRIED BR] NEVER MARRIED [~] | 8. DATE OF BIRTH 9. Sa - SRE vias IF UNDER 24 HRS. 

jonths ys Hours ‘in, 

de Male White | wow]  vivorcio [] 6-25-1887 76 | | 

3 Te. USUAL OCCUPATION (Giva Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

Hy done during most of working life, even if retired) 

2 Barber = L Maryland U.S.A. : 
13. FATHER’S NAME 34. MOTHER'S MAIDEN NAME 


Edgar B, Shipley 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyes givewarordetesofservice) 


No Unknown 


18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), and (c).] 


kate Maga 


7. INFORMANT q Address 


Records, Springfield State Hospital _ 


*) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 2 : 2 heabt fail Are. : ONGE AN DUBE RTH 
IMMEDIATE CAUSE (e)__Arteriosclerotic heart disease with congestive | years 
7? DUE TO 
Conditions, if any, which )__ Generalized arteriosclerosis. | years 
geve risa to immediete cause 
{a), steting the undarlying (| OUETO 
couse last. te) [ J 
F3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “Tle)] 19. WAS AUTOPSY 
O\8| Chronic brain syndromé, cerebral arteriosclerosis, without qualifying | ,.. tno fl 
o ‘a eae | = A 
= [20e. ACCIDENT WAS UNDERLYING LJ i BE HOW IN. CCURRED, i | of item 1B. 
5 ‘OR CONTRIBUTING [] CAUSE OF DEATH ‘20b. DESCRI: OW INJURY OF {Enter nature of injury in Part] or Pert Il of item 1B.) 
UO | (lF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, } 20f. (City or town) ~~ {County) ~ (Stete) 
5 Geer cant While __ Not Whila factory, street, offica bldg. xO 
= 1”. jet work et work 


9 329-6), that (1) (we) last 
Q Rel she causes and on the date stated above. 
22b. DATE 


3/29/68 


21. I certify that (I) (this hospital) attended the deceased from. 
saw the d f sed alive onde? 6 
22e. SIGNA VF ES 


Deo, 


22c. PHYSICIAN'S 


ATTENDING MED STAFF 
YS. DIRECTOR O PHys. [3 


—— 


director, page 3 should be detached for use as the burial-transit permit. Then please rep 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ai 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 


Ts . 
Nanealyrs| Van bene NCL : a8 gt pt 
23. BURIAL, apes 23b. DATE THEREOF ig NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) > (State) 
REMOVAL (Specify] 2 
burial heal 64 Jessop Sparks, Baltimore County, Md, 


PENT ETRE AT Service 3 622 Nork Jf 284 » 1904 
oO 


250. ‘BR set Ore RO Nye, 


AIS (4) DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


~~ r 
(A 03171 CERTIFICATE OF DEATH 03164 
a & “ii ign Cigasi te DEATH 5 2. USUAL RESIDENCE (Where deceasad lived, If institution, Residence before edmission) 
ee STATE b. COUNTY 
3 2 CARROLL ___arviann ||” FAR SCA L) id 
= > b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN 1b || c, CITY OR TOWN [if outside corpoyele limits, write RURAL end give neerest town) 
z 4 write RURAL and give neerest town) 
Ss WOOD GINE SZ rI0S BALTVIRe 8p) 
% d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sireet eddress) ~d. STREET ADDRESS Me #15 RESIDENCE 
oe 0|_ Gotbén AGE Guest Horré | 400$ NORTUFRN FiRK WAY vs] NO [EF 
"3. NAME OF First "Middle 4, DATE Month “Yee: 


After this certificate has been signed by the attending physician and complet 


ATIENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


TO HOSPITA 
death. Page 


TO FUNERAL DIRECTOR: 


YR AIS (4) 
15M 7/61 


fear Welen —g-  Skkivan Sam pape aS wed 


3. Sk 6. COLOR OR RACE)7, MARRIED [] NEVER MARRIED [] | 8 DATE OF siRTH ‘79. AGE (In yeers [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


EVA LE WHE | wirowe ff oivorcio [] | DEC /2Q 19 0F Zee | ee | a 


v4 wy 
Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


done during most of working life, even if retired) Tg 
We Use WIFE |. 
ME 


, BIRTHPLACE (County & Stete, or foreign country) _ 
13. FATHER’ FATHER’S 


12, CITIZEN OF WHAT COUNTRY? 


“S.A, 


BACTIPIERE 770 


14. MOTHER'S MAIDEN NAME 


JOSEPH Li PPA | GAR BARA ART 


15. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY sy 17, INFORMANT “Address 


(Yes, no, or unkown] | (Ifyes givewerordatesof service! 
Me 19-63-9929. LAWREN CE_K SKRIVAN 1 L78Y wycuigre 
d (c).] WA, v iL BET’ 


18. CAUSE OF DEATH [Enter only one cause per line for (e), 

PART I, DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (0)__ 

Sere if DUE TO 

Conditions, if eny, which (b} 
geve rise to immediate ceuse 

(a), steting the underlying 


While Not While factory, street, office bldo., etc.) | 


et work et work [_] 


Hour ¢.m. 
p.m. 9 


Zz 

2) PERFORMED? 
S a he Dor, : =. SS ee JS IESG Bl, 
E [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRISE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& [ur EITHER, NOTIFY MEDICAL EXAMINER) 

§ | 20c. TIME OF INJURY — Month, Day, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 

a 

3 


21. 1 certify that (I) (this h 
saw the deceased alj 
pay SIBNAT 


ceased from... Of... Jl. eo... A 


ATTENDING MED. STAFF 
Mp. | PHYS. DIRECTOR | L) Pays. ys. C 


22d. ADDRESS 


“ADIN JUATTL a | SVK ES Viet Ee TAR LLAND 


“er CREMATION, | 23b. DATE THEREOF ~[23c. NAME OF CEMETERY ¢ a 23d. LOCATION (City, town or county) 


CREMATORY 
BURBE HAR 3& by HOLY REOEE IER Chet |yy30 GEAR RD 1 


24 FUNERAL DIRE ‘OR’ SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
Dd 7110 BELAIR ROAD. 


JearMAR 3.0196: 


¢ x SH rue 
t 
—F 


Te 


Fo 
a BTA | 
ae Ni 


NN 
8 


a 


Pages 1 and 2 should 


death certificate be oxecuee 24 hours after 


nding physician and completely filled in by the funeral 


Then please remove carbon papers. 


|, cremation, or removal, and in any event, within 72 hours after d 


ATTENDING PHYSICIAN: The law requires that the 
be retained by the hospital or attending physician. 


TO HOSPIT. 
death. Pag 


director, page 3 should be detached for use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atte: 
be filed with the State Dept. of Health prior to burial, 


YR AIS (4) 
15M 7-62 


0 Lay DIRECTOR'S oe as Alene Ka ADDRESS ah, Mh ted APR 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAR’ 
CERTIFICATE OF DEATH fT 62 


1, PLACE OF (e 2, USUAL RESIDENCE wey deceased lived, If Institutlon: You betore admission) 
WN 


a. COUNTY a. STAT b. COUNT: 
inal MARYLAND arya ye. W277 Ho? ef 
WN 


b, CITY OR T if outside corporate limits, 
ite Toye. 8 pty ee 


¢. LENGTH OF STAYIN 1b || * city oe Te (if outside corporete limits, write. the and give neerest town) 


Lb leys: es, [ows en dary, Cribs de X 


d Lf Me OF noone OR a a not in oe, give street &di STREET ADDRESS e 1S reer 
ON A FARMi 
OF. ASLO La TD, e- | “a mrt e. ave ___| ves (] so BR 
Kas or bar Last Zs ‘DATE ~~ Month “Dey Year — 


DECEASED ie 


DEATH tarde. <1 19 CK 


(Type or print) LRT. 
3. SEX cotor. OF Ce * MARRIED [] Ls ‘MARRIED S$, L7G OF BI 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS. 
ge Months| Dar Hours Min, 
wivowtd [] —_ivorceD [7] Clge 
LE ‘of work 10b. KIND OF i OR a TI, BIRTHPLACE (County & Stete, or fF country} 12. CITIZEN OF WHAT COUNTRY? 


i a peas to Ups. ve at So eal 


% 14. JOTHER’S Mi NA: 

Wy, as 7 * ASE i so OY > 

vars 5 Asi eee ene 16. SOCIAL SECURITY NO.| 17. INFORMANT Pee. Address VS ce Uf of 
2/2-4p Enoty Lt Syl Labi z 


VO INTERVAL BETWEEN 
y, ~ | BRERA BETWEEN , 
ol AND 
PART |. DEATH WAS CAUSED BY: W, a Ca’ Y SS 


IMMEDIATE CAUSE (e)_ — 


See, ape aes 110’ es C poe AT. Z Bie, vie 7 we, 


gava rise to immediata cause 


ER; 
iy 


18. CAUSE OF DEATH [Enter only one cause 


(a), steting the underlying pro 

causa last, fe) 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. WAS AUTOPSY 
Le — Saw PERFORMED? 
5 f= SIGS x, > eee ie 
& | 200 ACCIDENT WAS UNDERLYING-G. | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part Tor Part It of item 18.) 
& ONTRIBUTING -24C AUSE OF DEATH ; ae 
& | (WF EITHER, NOTIFY MEDICAL EXAMINER} a _ Ser = 
~S 7 = ae 
& | 20. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) {(Stete) 
a Deira én: While __ Not While fectory, street, olfice bldg. ge Be sg 
= 


at work] ot work f5 | 


21. | certify that (I) (this hospital) attended the deceased trom {Yat hi. i Aer GH 10... sircsenseaiey 19.ceece that (I) (we) lest 
the, deceased elive onl Ie mcg 4) A93g fy and that death Sniaiadenss ‘Wi ‘AM, from ne. causes and on ‘hia sip stated above. 
: 226. DATE 
ie Sas = a Lape go re a Lor Le SIGNED 
> oF eee i Ae > ore oe 
MO | franpsl FAD ory lard. 
TION (City, town er County) (State) 


- eo abl DATE ei 19k 23c. NAME, Sy Aan CREMAJORY \"< Lof 


250. REC'D BY REGISTRA| 


25b. REGISTRAR'S SIGNATURE 


& 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mar P: 
03173 CERTIFICATE OF DEATH of 3 


“18. CAUSE OF DEATH [Enter only or one Ne couse per line for (e), “te, end (c).). (©). 7 INTERVAL SeTWEEN 
ONSET AND DEATH 


ee SS ERB ARTERIOSCLE ROTIC HEART DISEASE |" Years 
20.1 cuito CORONARY ARTERIOSCLEROS iS Geena 


Condtions, tony, which » BRONCO PVEUNONIA 5 oa Leste UVNDETERMWVED— pay 


geve rise to immediete cause 
{a}, stoting the underlying f OVE TO 
couse lest. {e) 


s 1 eeairecs DEATH _ 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
=] = a. STATE b. COUNTY 
eng _ Carroll —Manytanp || Maryland Baltimore Cit 

Te ® 8 b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Ib ~e. CITY OR TOWN (If outsida corporate limits, write RURAL end give neerest town) 
Fas write RURAL and give naarast town) 

©78/5| Rural-Sykesville __ 110 mo. 13 day: Baltimore “, : fe 
3 ge d. NAME OF HOSPITAL OR INSTITUTION {if ‘not in hospital, give street eddress) | d, STREET ADDRESS a. IS gee 
=ee ON A FAI 
pa | Springfield State Hospital 4102 Edgehill Avenue ___| ws] No Be 
EGS r3, NAME OF Te eee 4. DATE ~ Month “Days Veer 
= on DECEASED OF 

poe Upon i Ae Tee Le ‘Staeger _ pense 3 19-196, 
v§= 5. SEX 6. COLOR OR RACE! 7. arriep §E] NEVER MARRIED LJ] & DATE OF BIRTH 9. AGE (In years |IFUNDER1 YEAR| IF UNDER 24 HRS. 
pos fest birthdey) (“Months| Deys | Hours | Min. 
632 Female White | wreowe[] _ oivorcto[] | 6- Z~98 95 yn. | 

see 102. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | li, BIRTHPLACE (County & Siete, or foreign country) | ¥2, CITIZEN OF WHAT COUNTRY? 
3 8 ® done during most of working life, even if ratired) RP £ 

3s Practical Nurse mu Re ng 20 Massachusetts S. Ae 

a g 3. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

2s law WS \ 

ast! Aw Agu WwW Un WAcuw oA, 
S e 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address “> 

= 2 {Yes, no, or unkown) | (Ifyesgivewerordetesofservice} ? | 

2 No Springfield Hospital records, Sykesville, M.D. 
3 

Uv 

oO 

£ 

a) 

- 


transit permit. 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GVEN IN PART I{a)| 19. WA 
RMED’ 

& 

§|Chronic Brain Syndrome with cerebral arteriosclerosis with psychotic yes kk} No LF] 

© [20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert II of item 18.) reaction. 

& | OR CONTRIBUTING (CAUSE OF DEATH 

© | UF EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City ortown) (County) (Stats) 

= fiat aun While Not While feetory, street, office bldg., etc.) | 

= 19 et work at work i 


21. | certify that Qf (this hospital) attended the deceased from. , that @® (we) last 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in, 


death. Page 4 may be retained by the hospital or attending physician. * 


TO FUNERAL DIRECTOR: After this certificate has been 
director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


saw the deceased alive on. ee 6h, and that death occurred at.L13.™7 causes and on the date stated above. 
eo es ATTENDING MED STAFF 72h. NED 
( a \ TAK eae mo. | PHYS. [J DIRECTOR [[} PHYS. fey” 
az ‘fiscint a d 22d. ADDRESS “Soringfield State Hospital 
‘ype! 
/ Edward J, Mathews, Me De |. Sykesville, Maryland 2178h 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATON (City, town or county) (State) 
VAL (Specify) 2 : v 
oe S-23- G ¥ Bali notte Watiovalh | Belvo, 
24 FUNERAL 25a. REC'D BY REGFSTRAR | 25b. pitta SIGNATURE 


Py SIGN aye erat f GY 
een Da etre (Ee 


SO; 


VR AIS (4) Ve } 
20M aS BOLE eet 


s) 


} 


a 


cS 


, within 72 hours after death.“ 


ificate be occu 24 hours after 


cate has been signed by the attending physician and completely filled in by the funeral 


letached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 
In any even 


cian. 


hys 


ing pi 


fi 


ATIENDING PHYSICIAN: The law requires that the death cert 


be retained by the hospital or attendi 
led with the State Dept. of Health prior to burial, cremation, or removal, and 


fo} 


TO H ae) 
death, Page 4 
TO FUNERAL DIRECTOR: After this cert 


director, page 3 should be d 


be fi 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


031274 CERTIFICATE OF DEATH 08164 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If ist uligayaleaiesnaPlbRrorate Gmiovfon)| 
bs iA G ? a, STA b. COUNTY 
MARYLAND 


ate, EV CEL 2, G. 


b. QTY iG TOWN if ‘outsida corporata limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (outside corporate limits, write RURAL end give nearest town) 
hari 
7 Rral| 2 YA0, > cad Korat 
d. NAME OVHOSPITAL OR INSTITUTION {if not in hospitel, give strext eddress) d. STREET ADDRESS J - % - fe. IS RESIDENCE 
ON A FARM? 


9. AGE {In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 


6. COLOR OR RACE/7, MARRIED [yf NEVER MARRIED 8. DAT# OF BIRTH 
De o Jost birthday) Ti Days | Hours | Min. 


‘5. SEX 


MY wipoweo[] —_oivorceo [] | ge, f, LGOS 3 | 
Oa. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPCACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


¥ 
dope during, most of working or if retired) Z 5 a 
FATHER'S NAME sie 14. MOTHER'S MAIDEN NAME 


it WAS Coe IN U.S. ARMED Fi 16. SOCIAL SECURITY NO,| 17, INFORMANT Address : 
fes, no, or unkown) | (Ifyesgivi 
gS | a (S~18- 5270 Pv beaut. sae PEE: 
‘18. CAUSE OF DEATH [Enier only one cause per line , (b), =F F INTERVAL BETWEEN 
ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: f) 4 
IMMEDIATE CAUSE (a}__/ / x 6 Cards ee J . aes Aa _ 


13, 


} j DUE TO 


Conditions, if eny, which (b) 
geve rise to immediete cause . was 
{e), steting the underlying ( DUETO 
cause Ia: ey | ’ 
3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
Eee PERFORMEO? 
Ee 
5 > ves []_ No [A 
= | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& [UF elTHER, NOTIFY MEDICAL EXAMINER) 
= E ae 
& | 20c- TIME OF INJURY “Month, Dey, Year | 204. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
8 Hour a.m. While __ Not While. factory, street, office bldg., etc.) | 
EI at work [ ] et work | 


, hat (1) (we) last 


21. I certify thal (I) (this hgspifal) alten Lars Ta e ny besa 7 aS 
saw the deceased 4 on. be L 0A.19. 7, and that death occured atl =, from the causes and on the date stated above, 


p.m, wv 


220. SIGNATURE al r a | Wess Be 2 
Al MED, @ = 
ee mo. | PHYS. DX oiRECToR [J PHys. [] P| sft Y 
[22c. PHYSICIAN'S — se Woda é 


: = 22d. ADPRESS 
ate PVALA ANAM gl mp, is iA en Moe a Md, 
23. BURIAL, yg. ‘DATE THEREOF 3c. Yi OF “Ae ed CREMATORY 
24 ee DIRECTOR'S SIGNATURE * 7 ee 
Si ftton- ELene fr Dead , Ma. 


(Stete) 


23d. LOCATION (City, town gr county) 
STRAR'S SIGPATURE 


25a. REC'D BY REGISTRAR 256. REG! 


teeta aia 4 ae ae 4 rs 
- DATE MAR 2) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03175 CERTIFICATE OF DEATH " 03165 


5 s —— _——_—— _Lven ef o3/ OF WK = ee 

= 6 1, PLACE OF DEATH “4 Fra RESIDENCE (Where deceese: |, If institution: ee before admission) 

™ AB ®. COUNTY £e o. STATE b. COUNTY 

z 2 Patan : ___MARYLAND || “Vasc. Corr 6 _ 

Ge |b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TO" corporets limits, write RURAL and give neeres! town) 

 S yy RURAL andypive nearest town) . j aris 

a meebo lay | Marthele, te. 
(ties OF ager OR INSTITUTION (if nor in cs, ae give streeffeddress) d. STREET ADDRESS e. 1S RESIDENCE 


© 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and_2 shoul 


be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in any event, within 72 hours after deat 


ON A FARM? 
i ie ed vis [] No] “ 
a ays OF "le OE lYerren Middle mM C10 Month Dey Yeer 
DECEASED 


{Type or pein Ho ratig George Edward stoffle | aes March 1? 9 


5. SEX 6. COLOR OR RACE) 7, sari Eee NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (lo yaars |IF UNDER 1 YEAR) IF UNDER 24 HRS._ 


Pay Months| Days | H Mi 
yAl als WIDOWED [EL bworceo [7] .s "| 4 1 ene < 


10s. Dsuat Sccurariont ks iv — fal ge |- - jie! eee Sl SA) 2 


‘of work FOb. KIND OF BUSINESS OR INDUSTRY i BIRTHPLACE (County & Stete, or a country} ba 12, CITIZEN A WHAT COUNTRY? 


dona during most of working life, even if eal 


ang Canmtry | Gosmeaetee to od 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME “le 


a) Str | 7 Tris 
wasting 1S. M P Address At i as 


5 DECEASED EVER IN U.S. ARM 16. SOCIAL SECURITY NO.| 17, INFORMANT z, 
/ Ory 


or unkown) (Ifyasgive weror: 2 1 eh 2% PE. > 2, ee Aes, 


18. CAUSE OF DEATH [Enter only one cause per line for fe), (b), end (c).]. mee TEEN 


ONSET AND DEATH 
om SET Ea lned Vorenber Ceeelint | age 


“ 


5, 
(Yas, 


FAORCES?. 
itservice) 


that the death certificate be executed 


The law requi 
I or attending physician. 


v4 


LX DUE TO 2 . 
Conditions, if any, which (b) ey CEA a 


gave rise to immediata cause 
(a), stating the underlying OUETO 
cause last, —— e) 


te has been signed by the attending physician and completel: 


a z PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING Tf DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ie) GIVEN IN PART I(e)) 19. WAS AUTOPSY 

o% 5 Dew Ais, Fo oe [™ ow vs [] No fF} 

we s $ [20—. ACCIDENT WAS UNDERLYING [| | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert or Pert Il of item 1B.) p a 

no & | OR CONTRIBUTING [] CAUSE OF DEATH 

mez & |e EITHER, NOTIFY MEDICAL EXAMINER) 

Oss x 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, 201. (City or town) ~~ (County) (Steta) 

ed a Hour a.m. | While Not Whila__ | —_‘fectory, street, office bldg., otc.) | 

62 [3 19 let work [} at work (] | 

a ; 

Heo 2. 1 certify that (I) (this hospjtal) attended the deceased from. 

KgU saw the deceased alive on... Na. , and that dealh occurred af 50 rom the causes and on Ihe date slaled above. 
@:: Eregerg Tare 4p F | ATTENDING ED. STAFF 2a TGNED 

-.o Otol mo. | PHYS. Bea Bitcron (1 pays. [] ey 

< ag 2a. PHYSICIAN'S ’ H ed iy 22d, ADDRESS 

/ NAME (Type) a A ke te ~ 

SE | 6 Ars 4G lMavchest« dd. S/PlEF 

Os Fan, BURIAL, CREMATION, | 230. DATE ia, 7, AME.OF CEMETERY OR CREMATORY | 23d, OCATION (Cit town, or county) Stale) 

might OVAL (Specify) 1 r i An 2 il td oy LE 

0°90 Macait Mar 2i- bY G 

nF 


VR AIS (4) 


- BAN 22: Min oink Mewnittead Jt q TE MAR ES GE Pte Bone 
N} t pe aah age 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03176 CERTIFICATE OF DEATH 


— 


gz 
23 ya. |» PLAGE OF DEATH 2. USUAL RESIDENCE (Where decaased lived, If insiitutiom: Residence bofora edmission) 
2a/ ~ a, COUNTY a. STATE b. COUNTY 
£ue4 Carroll ____ MARYLAND | Maryle nd Carroll 
aa iw Fy b. CITY ore it outsida corporata limits, ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outsida corporata limits, writs RURAL and give nesrast town) 
Bb “3 write and give nearest town) 
£ Middleberg Months _|\ Hamilton _ 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street addrass} d. STREET ADDRESS BRS nNe 
| Brookfield Nursing Home 5500 Marello Road yes [|] No PY 


death certificate be oxocuiol 24 hours after . 


us 
Be 
~S 
$s 
Se 
aes 
>ye 
3 on pS. NAME OF First Middie Last 4. DATE Month w, 
ear i March 7 
Bae (Type or print) SARAH EB. STOUFFER DEATH 19 
° = Je -_ aa 
Ma 3. SEX '] 6: COLOR OR RACE)7. wARRiED [_] NEVER MARRIED [_]| ® DATE OF BIRTH SRR ie pesoes pea Papen TLE 
= jonths| Days | Hours in, 
6 Sa Female White wipowep [X} so bivorcep [] AUG ne east 3 ea 
Be $ - USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
38 e during most of working life, aven if retired) U.S.A 
a 
ras Housewife | Home | “ paltinore = eens ies 
Gee FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
gs 
oe 
S08 Josiah S, BOWEN Ta Turner or. a= é 
oe SBR ¥5. WAS DECEASED EVER IN'U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addes Reisterstown Md 
£ 323 (Yes, no, of unkown) | (Ifyesgivewarordates ofservics) 
Pee | ea Mes, Joanna B. Johnston.22 Chatsworth Aves 
i: § = & 18. GAUSE OF DEATH [Enior only one cause por line lor (2), (b) *“ {c). Ue. "| INTERVAL BETWEEN 
gia 5s PART |. DEATH WAS CAUSED BY; S ey 
Bagae IMMEDIATE CAUSE (a) ! 5 6A 
Jeeus f 
fa a22 r. c DUE TO. +- 
ze2cs Conditions, if eny, which Baa Q) psAL 1. ay 
2552 mae 2 SA > 
ef32 geva rise to immadiate cause 
«= 4 a z =F (a), steting tha undarlying (DUE TO 
343 
ape 4 (2 eee ae = : SS 
pas =a z PART Il, OTHER, IGNIFICANT CONDITIONS CONTRIBUTING ‘TO REATH BUT,NOT oo TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tia}/ 19. WAS AUTOPSY 
a go (2) 
Betes 5 av eh OAs OAN |v ENO 
et So hse = [ 206, ACCIDENT WAS RERUNS Oo — RIBE HOW INJURY OCCURED, (Enter noiure of injury iN’Part | or Pert 1 of 
Bares & | on CONTRIBUTING L] CAUSE OF DEATH : 
wees & | (ie erTHER, NOTIFY MEDICAL EXAMINER) 
i < 20e. TIME OF INJURY Month, Day, Yaer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, | 201. (City or town), (County) (Stele) 
a a ieee len Whila __Not wie fectory, siree!, office bldg., etc.) | 
= = pom. 19 al work at work { 
id 
iH 
3] 
x 


saw the deceased alive ‘on.}, , ADL, 


ind that h occurred at.. 


2. I certify that (I) (this hospital) attended sthe er ased from. AOA... 


Wa. Ey Cares Nee ATTENDING Shin STAI y® ee 
Wa 
DALA yo. _| PHYS. ee Seer a mays, seupr 
22, TAS 1b pers LAG 
™mmeEReese Wy likens 5 Reap te 
23d. WOCATI 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY IN SO. Ker or ae Ack 


BMPfate” [3-10-64 | Take View 


VR AIS wh VE L DIRECTOR'S ADDRESS 
15M TAP) tae / : ps "A 


Ba 
$r 
ne 
a0 
Ue 
£3 
so 
38 
oa 
oe 
Se 
at 
as 
58 
3= 
OB 


death. Page 4 may be retained by t! 


3 
& 
4 
= 
5 
= 
< 
a 
° 
ed 
o 
2 
a 
A 
E 
° 
Lad 


TO HOSPITAL’ 


25a, REC'D BY REGISTRAR | 25b. fol= 'S_ SIGNATURE 


oMAR 10 1964 fCHorby Jute 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE 03177 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0 3 67 
HEALTH DEPT. PLAGE OF DEnTH = 7 ~ j] 2. USUAL RESIDENCE [Where deceosed lived, If insiilulion: Residence before edmission) 
Sew Sa. e u @, STATE b. COUNTY 
E38 Fee ~ Carroll 1 MARYLAND ~ Maryland : 4 
3 ae 5 \ b. CITY OR TOWN {if outside corporete limits, | c. LENGTH OF STAY IN 1b c. CITY OR TOWN if outside corporete limits, write RURAL and give neerest town) 
eSse 
ce dae vral) § - $8y _7m__0a - Baltimore 
5 d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) 4. STREET ADDRESS 1S RESIDENCE 
2osT oo ON A FARM? 
3235 /© |Svringficeld State Hospital 5 ---- : . 
e2 Ba" 3. NAME OF First Middle Lest 4, DATE Month Dey 
S2B ok DECEASED OF 
ae r ey ype or print) Wilgus _ : Strickler | PERTH 3 i! 19 6 
30 $a SEK 6. COLOR OR RACE] 7, maRRIED [_] NEVER MARRIED B. DATE OF BIRTH 9. AapRS IF UNDER 1 YEAR| IF UNDER 24 HRS. 
=) : Months) Deys | Hi Min, 
"5 Stas male white wioowe [] _vivorceo [] | 1-2-1882 kta na | “a 
Salve 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sa gaF done during most of working ven if ratired) 
38°58 clerk -- : Maryland USA 
S925 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Noa o> E z o 
£6525 Wilgus Strickler z Alice Johnson a. 
i ery 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address ?_ 
ao (Yes, no, or unkown) | (Ifyes give werordetesof service) | 
BESES unkown as unknown _ Hospital Records 
B= 18, CAUSE OF DEATH [Enter only one cou: {ine tor {e), (b), end (c).} 
She 


PART |, DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (e)_ 


/ 


Lf / DUE TO 


urial-transit p 
or removal, 


A-Ze (UC Arte 
& hae 


q 
Conditions, if eny, which (bo) » Ee png ees Ae 
geve rise to immediete cause 
(e), steting the underlying ( OVE TO 
cause lest. (c) 


z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)) 19. WAS AUTOPSY 
a 5 aaa ae St PERFORMED? 
) |&| Schizophrenic reaction, other and unspecified 
3 2 yrs [] No 
© | 20a. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) a = ¢: 
& | PRIMARY [1] or CONTRIBUTING [] 
© | CAUSE OF DEATH. 
3 206. TIME OF INJURY — Month, Dey, Yeer | 2Dd. INJURY OCCURRED 2De. PLACE OF INJURY (Home, ferm, ' 20f. {City or town) (County) ~ (Stete) 
s ace eine While __Not While, fectory, street, office bldg., etc.) | 
= b. 1” ‘et work et work [ | | 1 


. I certify that | took charge of the remains described above, held an Autopsy U1 Inspe: 


Suicide [3 Homicide ie} Undetermined manner Oo 
CHIEF MEDICAL EXAMINER oO 


death resulted from: 


ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) 


SSISTANT MEDICAL EXAMINER 


DEPUTY MEDICAL EXAMINER 
Address (Street, city P 


OR CREMATORY 


joy 


please execute the certificate, writing the word “pending” in pen: 

4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may 
TO FUNERAL DIRECTOR: Page 3 should be used as a bi 

Health or its designated agent, prior to burial, cremation, 


TO DEPUTY @.... EXAMINER: This certificate should be ex 


2d4e. REC’DAY 108 24b. REGISTRAR'S SIGNATURE 


Wit VOY cssaal Moral 2a. ee 


in 24 hours after \ 
— 


e 


he attending physician and completely filled in by the funeral 
within 72 hours after de 


bon papers. Pages 1 and 2 should 


The law requires that the death certificate be executed 
permit. Then please remove ca 
or removal, and in any event, 


y be retained by the hospital or attending physician. 


AITENDING PHYSICIAN: 
director, page 3 should be detached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, 


death. Page 4°51 
TO FUNERAL DIRECTOR: After this certificate has been signed by t 


TO HOSPIT. 


VR AIS (4) 
15M 7/61 


— 


ey 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


93178 CERTIFICATE OF DEATH 


03168 


1. PLACE OF 178 2. USUAL 
¢. COUNTY 2. STATE 


DENCE (Where deceased lived, If Institutign: Residence before adfnission) 
2 . b. COUNTY C 


‘ MARYLAND 
b, CITY OR TOWN {if outside corporate limits, 
write RURAL and give nesrest town) 
Patapsco 


4, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) 


~ 6, COLOR QR RACE 


yy SEX ds 


7. MARRIEO [_] NEVER MARRIED [_] 
WIDOWED Sl Divorce [] 


Lieeptearerietl Samuel ie TRo UPE 


“a. DATE OF BIRTH 


June 36,1863 


outside corporete limits, write RURAL end give nearest town) 


¢. LENGTH OF STAYIN Ib || c. GJ WN i 


) d. STREET ADDRESS 


] 
hdl shia Road *  Patapsco Road 
3. NAME OF First ~ Middle last "| 4. DATE 
DECEASED 


e. 1S RESIDENCE 
ON A FARM? 
Yes [_] No jue 


Month “Day “Yeer 


beam ACK 7 9b 


9. AGE (In years 


0 pee) 


IF UNDER 1 YEAR 


iF UNDER 24 HRS. 
eo Deys | 


7 Hours ¥ Min. 


10a, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY. it Il. BIRTHPLACE (County & State, or foreign ae 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if eres if U iS] 
ook binder | Penna. 38% 
13. FATHER'S a a | 14. MOTHER'S MAIDEN NAME <—_. ~ 
Samuel Troupe | Mary J. Snowdell 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


{Yes, no, or unkown) | (Ifyes givewaror detes ofservice) 
‘No 186-18-1339A 


17. INFORMANT | 


gave rise to immediete cause 
(e), stating the underlying DUE TO 
cause last, (c) 


18. CAUSE OF DEATH [Enter only one ca Tine for (2), (b), end (e).] 
PART I. DEATH WAS CAUSED BY: Z, In Y 
IMMEDIATE CAUSE aye aS, rary! hg 
FAO. [ DUE TO ie, ines 
Coie ck Creiyw OF G12. w 


Mrs. M. Alma Sinaia, Patapsco, Md. 


“TNTERVAL BETWEEN 
By AND DEATH 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO" THE TERMINAL DISEASE “CONDITION GIVEN iN PART i 


19. WAS AUTOPSY 


OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER)| 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of in 


20c. TIME OF INJURY Month, Day, Year 
Hour e.m, 
p.m. 


. | certify that {I} (this 


20d. INJURY OCCURRED 
While Not While 
at work [_] et work [] 


19 


200. PLACE OF INJURY (Home, farm, ' 
fectory, street, office bldg., cic.) | 


M, from the causes and on the date stated above. 


PERFORMED? 
yes [] NO 
injury in Part | or Pact Il of item 18.) : LZ _ 
208. (City or town} (County) (Stee) 


: that (1) (we) last 


05) ye. oe ee J 
= 


saw the deceased aliv 
Bt A 


M.D. PHYS. 


f22c, PHYSICIAN'S 
ae AME. (Type) sabe esa 


22b, AG 


a —aee Py rend, Jd lp 


23a. BURIAL, “BURIAL, CREMATION, ]23b. “DATE THEREOF 23c, NAME OF CEMETERY “OR CREMATORY 
REMOVAL (Specify) 
March 31, 191 


_ Burial Arlington 


24 FUNERAL DIRECTOR’: ‘S SIGNATURE ADDRESS 


Tipton~-Eline Funeral Home , Hampstead, Md, 


23d. LOCATION (City, town or county) f- (Stete) 
Drexal Hill, Perna. : 
25a. mR BR ae 864 ei RAY’ i 
DATE Aye. 


MARYLAND STATE DEPARTMENT OF HEALTH > 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


aa 03179 CERTIFICATE OF DEATH 03169 
(5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacaasad livad, If institution: Rasidanca before admission) 
“2 OSA a. STATE b. COUNTY 
é = MARYLAND Marylend Balt imone 
8 b. CITY OR TOWN (if outsida corporate limits, | e. LENGTH OF STAY IN Ib “ec. CITY OR TOWN (if outside corporete limits, write RURAL end give nearest town) 
3 writa RURAL and give nasrast town) —" 
BL/ Westminster 12 days REIEXEX Owings Mills ae ORDA. Sots 
7] d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streal address) d, STREET ADDRESS E «. eas: 
4 
Zz Carroll County General Hospita 11016 Reisterstown Rd. _ | ves [] No 
x cam. NAME oF “First Middle Test 25 DRE “Month == —siDay—Ss«ear 
= (Typa or print) Jo HAS w TURWEBAUC DEATH MAR at 3 19 é¢ 
= 5. SEX 6. COLOR OR RACE|7. MARRIED [Never MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
FS . t birthday) |Monthe] Deys | Heurs | Mine 
2 Male White | wow pivorco[]| Aug. 12, 1880 83 yrs. is “| es & | i 


(Oa. USUAL OCCUPATION (Give kind of work 
lone during most of working lif: 


10b. KIND OF BUSINESS OR INDUSTRY 
evan if retirad) 


11. BIRTHPLACE (County & State, or foreign country) is CITIZEN OF WHAT COUNTRY? 


Farmer | Farming Baltimore County, Mdi U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William Turnbaugh Annie Cockran 
8 WAS vedo fig IN U.S. ARMED corey : 16. SOCIAL SECURITY NO.| 17. INFORMANT 1 Lars nel ist ‘ x 
as, no, or unkown! lyes give werordelas of service) 
217-01-390) Mrs.Philip Knetz, Guines Mille. Monn 
18. CAUSE OF DEATH [Enter only one causa par line for (e), (b), and (c).] =P <a es atk Shtin— 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE fe) CA RCOULA (ORY FAILURE 


Va vb ee, DUE TO E P 
Conditions, it any, 4 oA OMIM L HROUNVCUAT OS § AND RSE 1 TES 


ician, 


-transit permit. Then please remove carbon papers. Pages 1 and 


|, cremation, or removal, and in a 


DUE TO 
to WEST (WHEL OBSTRUCT) ew C etu PLETE 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WerrOufiere 


SEVERE RESP/RADRY INS YF AICIEN EY DUE TO PuLscos/Ary BaPHYSEM |ws [No 
208. ACCIDENT WAS UNDERLYING [} 20b, DESCRIBE HOW =y OCCURRED. (Enter nature of injury in Pert | or Part Il of item 18.) 


OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


The law requires that the death certificate be executed within 24 hours after 


Gq 


20d, INJURY OCCURRED 
While Not While 
jat work [] at work [_] 


20¢, TIME OF INJURY Month, Day, Yaar 
Hour a.m, 
p.m. 


20. PLACE OF INJURY (Home, fetal 20f. (City or fown) (County) (State) 
factory, straet, office bldg., etc. in} 


MEDICAL CERTIFICATION 


9 


saw the deceased id Pe 6 
22. SIGNATURI 226. DATE 
“ge pe ea a MD; me DIRECTOR oO PHYS. oO Sa oEt pi 


22d. ‘ADDRESS 


22c. PHYSICIAN’S 


NAME Myre) Hytas yk Gu! 


~~. 


death. Page 4 may be retained by the hospital or attending physi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the, 


director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


230. BURIAL, vaeeoeas 23b. DATE THEREOF 23<. NAME OF CEMETERY OR CREMATORY 23d. SeenON (City, town or county) {State) 
“Bariel | 3/6/6u Evergreen Memorial Finksburg, i end 
Gardens] 


YR AIS {4) 
20M 5-63 


24 FUNERAL DIRECTOR’S SIGNATUR} ADDRESS 258. REC'D 8Y REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Seas 5 Dla if Owings Mills, Kae MAR 6 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR 


20M 5-63. 


MARYLAND STATE DEPARIMENT OF MEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03180 CERTIFICATE OF DEATH 03170 


@ 
& = 
53 1. PLACE OF DEATH 7.’ USUAL SiRbENGE (Where deceesed fived, If institution: Residence before edmission) 
Bf ioe oy @. STATE b. COUNTY 
2h CARL CA ECL GP MARYLAND ALAR EA, CARR att _ 
es b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN tb c. CITY OR TOWN (ff outside aD) ‘limits, weite RURAL end give nearest town) 
ae M rite RURAL and give neerest town) / 
£32, RAL ~ Wes HUW STEER | JF YRS. CRAL. ~ WESTANWSTER ~ 772. 
aes 4. NAME OF HOSPITAL OR INSTITUTION (if a hospitel, give street address) | & STREET ADDRESS : eis RESIDENCE 
Sons aed ON AFA 
322 ae RDO? WEST ys F0 AP* 7 PEST STER__\ 15] 90h 
saa Middle A: DATE Month Dey ‘or, 
ag DECEASED 6S 
Sce (Type of prin!) VYE7TA MA CARL] WAATZ Beara WAR CM VEE 196% 
2 a - 5. SEX Se OR RACE) 7, MARRIED [7] NEVER MARRIED PE | 8- DATE OF BIRTH i: ii rs peu wee iF puokyentee 
= He ° 

e a 5 iS wipowen ["]__ivorcep ["] IEC. 23 Lfe3 alae ee ee 
325 10e. USUAL OCCUPATION Le kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or LL © ) | 12. CITIZEN OF WHAT COUNTRY? 
2 2 = done during most of working life, even if retired) 25, A 

£ ea J cas CALRCKL ColnwTy | U- - 

g 13.” FATHER’S NAME = — 14. MOTHER'S MAIDEN NAME 

2 

af |LFWIS D.C WANT Z ARY ALIce £OOK (NE BILE 

o 1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. IM AR “Address ea 7 

= (Yes, no, or unkown) | (If yes give warordetesofservice) lat D 7 


/9- 03-70: @ Niece MSs swe: AMYERLY WESTMINSTER, 
Pee ee —— | ONS AND Dear 


IMMEDIATE CAUSE (a). 


18. CAUSE OF DEATH [Enter only one cou; 
PART |. DEATH WAS CAUSED BY: TEs 


Prat Oa X, DUE TO 
omens ate ay mwhich wy oe LX 
g0ve ise 
i). DUE To 
cause lest, {e) 
Z| PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ita WAS AUTOPSY 
o ——— ORMED? 
2 
( 5 * ee) EX "i 
= |200. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW IN. ‘CURRED. injury in Pert 1 of item 18. 
3 A ae ore INJURY OCCURRED. (Enter neture of injury in Pert | or Part Il of item 1B.) 
& | ce EITHER, NOTIFY MEDICAL EXAMINER) 
: _— 
% | 20c. TIME GF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, f ay 208. (City or town) (County) {Stete) 
a Hour e.m. While ___Not While fectory, street, office bldg., 
z at 19 at work [] at work [_] 


2 tod LX, 19.04/ that (I) (we) last 
, from the causes are on the’date stated above, 


21. I certify that (I) (this yotcke the deceased from...77 
saw the deceased alj on Mb ct. ”....19 a , and t 


a S MED. STAFF 22s AP 
MD. Director []} Pxys. [ ] 
22¢. PHYSIGZAN’S = 
i N 
23d. LOCATION (City, town or Dee san 


be filed with the State Dept. of Health prior to burial, cremation, or removal, an; 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys' 
director, page 3 should be detached for use as the burial-transit permit. 


23e. BURIAL, CREMATION, OA DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 


URAL WARH 20 (A MADIn: BRAWEM CEM. YESTH Ya STER 4D. 


URLA 
JINERAL DIRECTOR'S SIGNA’ ADDRESS 25a. RI ITRAR | 2Sb. REGISTRAR’S SIGNATURE 
Llanes ny Y WESTH OST ECS App \one MAR TS4 S64 foerts 
@ ——— 


AIS (4) 


4. 


FOR STATE 
HEALTH DEPT. 


f 


‘ 


ni) 


poe 
a 
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